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he known causes of diastolic hyperten- 
T sion include a variety of hormonal, re- 
nal and neurologic disorders. Pheo- 
chromocytoma, Cushing’s disease and primary 
aldosteronism are the usual hormonal causes. 
Renal hypertension may result from the neph- 
ritides, renal tumors, and congenital polycystic 
kidneys, and the various neurologic causes in- 
clude intracranial tumors, encephalitis and 
tabes dorsalis. The most important contribu- 
tion during recent years has been the in- 
creasing awareness of renal vascular lesions 
(e. g. atherosclerotic plaques) as important 
etiologic mechanisms for diastolic hyperten- 
sion. Yet, in spite of the variety of known 
causes, the underlying etiology remains un- 
determined in the vast majority of hyperten- 
sive subjects. It is the purpose of this report to 
review the most prominent etiologic considera- 
tions in essential hypertension and to discuss 
their therapeutic applications. 
Etiologic Considerations 
Stress, heredity, neurogenic factors and dis- 
turbances in salt and water metabolism have 
long been considered to be important in the 
pathogenesis of essential hypertension. The 
speculative role of various humoral agents has 
also received prominent consideration; and, 
within the past several years, considerable 
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The authors discuss a variety of potential 
etiologic mechanisms including emotional stress, 
heredity, neurogenic factors, abnormal salt and 
water metabolism, humoral agents, and enzy- 
matic disturbances. While they are free to ad- 
mit that we lack tremendously exact knowledge 
of the etiology of essential hypertension, they 
believe that this disorder can be _ treated 
effectively, and they offer a comprehensive 
therapeutic regimen. : 











attention has been focused on possible enzy- 
matic disturbances. 

Stress. Every physician who has had ex- 
perience with hypertensive patients is aware 
of the aggravating effect of emotional stress on 
the blood pressure level. It is also common 
knowledge that emotional crises may produce 
transient blood pressure elevations in patients 
who are normotensive under more tranquil 
conditions; and it is well established that the 
incidence of sustained hypertension is signifi- 
cantly increased among the latter group of 
subjects. Thus, although the mechanism re- 
mains undetermined, there is ample evidence 
that emotional stress plays an important con- 
tributory role in the pathogenesis of essential 
hypertension. 

Heredity. All investigators agree that the 
incidence of primary hypertension among in- 
dividuals with hypertensive parents is con- 
siderably increased. Hines has stated that 
when both parents have hypertension, the fre- 
quency of the disease in children rises to 90 








per cent; and Platt has come to the conclusion, 
from a careful study of the blood pressure in 
hypertensive subjects and their first degree 
relatives, that the disease is inherited as a 
dominant characteristic. There seems to be 
little doubt that the hypertensive trait is either 
inherited or else is acquired in early life from 
the familial environment. 

Neurogenic Factors. It has frequently been 
postulated that sympathetic overactivity ac- 
companies not only true neurogenic hyper- 
tension but also the primary hypertension of 
man. Evidence in favor of this concept in- 
cludes the known adverse effect of psychic 
stress on the blood pressure and the known 
therapeutic benefit of measures which inhibit 
sympathetic function. Yet, although it might 
be anticipated that a catecholamine excess 
would accompany sympathetic hyperfunction, 
catecholamine excretion is usually within nor- 
mal limits in essential hypertension. Likewise 
a decrease in peripheral vascular resistance 
‘an generally be achieved by inhibiting sym- 
pathetic discharge with ganglionic blocking 
agents; however even after ganglionic block- 
ade the peripheral vascular resistance of 
hypertensive subjects may remain higher than 
that of normotensives. These findings suggest 
that neurogenic factors cannot be the only 
ones involved in the pathogenesis of essential 
hypertension. 

Salt Metabolism. Braun-Menéndez sum- 
marized the role of salt in diastolic hyper- 
tension with the following statement: “All the 
factors which favor the retention of sodium in 
the organism, whether due to an increased in- 
gestion or a decreased excretion, facilitate the 
obtainment of hypertension”. Certainly there 
is ample laboratory evidence to implicate the 
important role of salt metabolism in the hyper- 
tensive process. The administration of various 
steroids, particularly desoxycorticosterone 
acetate, plus the simultaneous ingestion of 
salt is one of the standard methods of inducing 
diastolic hypertension in animals. In addition 
Meneely and his group have shown that 
chronic ingestion of excessive sodium chloride 
alone will produce a pathologic process in 
rats that mimics human hypertension. How- 
ever excessive salt feeding has been tried for 
short periods in normotensive adults with 


negative or inconclusive effects on blood pres- 
sure. Thus the role of altered salt metabolism 
as a primary factor in essential hypertension 
remains inconclusive. 


Humoral Agents. A variety of humoral 
agents including renin, vasoexcitor material 
(VEM), and serotonin have long been con- 
sidered to be important etiologic mechanisms 
in the development of diastolic hypertension. 
Renin, which is released by the kidney in re- 
sponse to renal ischemia, has received the most 
prominent attention. This proteolytic enzyme 
acts upon an alpha globulin to split off angio- 
tensin, which is a vasopressor agent. Hyper- 
tension may be induced experimentally by 
various manipulations of the kidney, e. g. the 
application of a clamp to one renal artery and 
removal of the contralateral kidney or the ap- 
plication of a membrane to one kidney and the 
removal of the contralateral organ. Therefore 
it is not inconceivable that renal ischemia 
could result from an organic process, such as 
pyelonephritis, and that a vasopressor sub- 
stance might be released under these cir- 
cumstances. However in essential hypertension 
there is no morphologic evidence of renal 
damage; and consequently the renal origin 
of this disease can only be speculative at this 
time. 


Enzymatic Disturbances. The use of the 
monoamine oxidase (MAO) inhibitors in the 
treatment of essential hypertension has created 
considerable interest in the possible etiologic 
role of underlying enzymatic disturbances. The 
metabolism of the catecholamines has been of 
particular interest in this regard, since nore- 
pinephrine may either undergo oxidative 
deamination by monoamine oxidase or methy- 
lation by catechol-O-methy] transferase. How- 
ever, available studies suggest that there is 
no significant deficiency of either major en- 
zyme in essential hypertension; e. g., mono- 
amine oxidase inhibition in hypertensive pa- 
tients fails to produce any striking increase in 
the excretion of free norepinephrine. Neverthe- 
less it is conceivable that an enzymatic defect 
limited to the receptor site might impair local 
degradation of the transmittor substance with- 
out producing a change in the overall metabol- 
ism of this compound. Considerable investi- 
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gative work still needs to be accomplished in 
this important area. 
Treatment of Essential Hypertension 

It is extremely fortunate that essential 
hypertension can be successfully treated even 
though its etiology remains undetermined. 
During the past decade there has been de- 
veloped a large number of potent antihyper- 
tensive agents, including Rauwolfia com- 
pounds, ganglioplegic drugs, hydralazine, 
veratrum alkaloids, and the adrenergic-block- 
ing drugs. The therapeutic actions of these 
compounds are directed primarily at the 
central mechanisms of sympathetic impulse 
formation or the peripheral sites of neurogenic 
transmission or both. (See Figure 1). The 


Figure 1. The pharmacodynamic sites of action of 
the various antihypertensive agents are illustrated in 
this diagram. 


most important recent addition to the thera- 
peutic armamentarium has been the thiazide 
derivatives which probably have local arterio- 
lar vasodepressor action. 

Rauwolfia Compounds. It is believed that 
depression of the sympathetic center in the 
hypothalamus and vasomotor center in the 
medulla is the major mode of action of these 
hypotensive agents. However these compounds 
also release (and thereby deplete) catechol- 
amines from the peripheral postganglionic 
sympathetic nerve fibers, and this latter func- 
tion is probably an important additional 
mechanism of action. 

A large variety of Rauwolfia compounds 
are currently available including the single 
pure alkaloids of Rauwolfia serpentina (reser- 
pine, rescinnamine and deserpidine) and 
various preparations containing multiple active 
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alkaloids (alseroxylon and whole root). There 
is statistically little difference in the hypo- 
tensive response obtained with these various 
derivatives. The major difference concerns the 
incidence of side effects which appears to be 
significantly less with the alseroxylon fraction 
(Rauwiloid) and the whole root (Raudixin) 
than with the others. 

It is recommended that an initial loading 
dose of 8 mg. of alseroxylon or 200 mg. whole 
root of 0.5 mg. reserpine be given during the 
first two weeks of therapy, since this period of 
time is required before maximum effectiveness 
is obtained when the drugs are used orally. 
Thereafter these dosages can be reduced in 
half for maintenance therapy. 

A variety of side effects may occur with the 
Rauwolfia compounds. These include nasal 
stuffiness, increased hunger, dizziness, and ex- 
cessive drowsiness. However the most serious 
side effect encountered is an agitated mental 
depression, the first symptom of which is like- 
ly to be insomnia during the early morning 
hours. The insomnia may be followed sub- 
sequently by a sense of impending disaster 
and even suicidal tendencies. The earlier 
manifestations of this depressive state, in- 
cluding the insomnia, will frequently improve 
with dextroamphetamine (Dexedrine). How- 
ever progression of these depressive symptoms 
must be considered an absolute indication for 
discontinuation of the drug. 

Hydralazine. Hydralazine (Apresoline) is 
a rather unique peripheral vasodilator agent 
which produces prolonged dilatation of con- 
stricted vascular smooth muscle. In addition, 
hydralazine also depresses the outflow of 
sympathetic impulses from the hypothalamus 
and vasomotor center within the medulla. It is 
of interest that there is a maximal dose re- 
sponse curve beyond which further dilatation 
cannot be achieved even by huge doses of the 
drug. 

The recommended initial dosage is 100 mg. 
daily (25 mg. after each meal and at bedtime). 
Thereafter the daily dosage may be doubled 
at weekly intervals until adequate reduction 
of blood pressure is obtained or the incidence 
of side effects becomes prohibitive. Total 
dosage generally should not exceed 400 mg. 
per day since the use of larger doses may be 
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associated vith the development of severe side 
effects and particularly a mesenchymal lupus 
erythematosis-like syndrome. 

The major untoward effects observed with 
hydralazine includes headache, palpitations, 
and increase in anginal symptoms (due to the 
associated tachycardia). When used in com- 
bination with thiazide derivatives or rauwol- 
fia compounds or both, these untoward re- 
actions are considerably reduced. Therefore it 
is recommended that hydralazine not be used 
as the sole antihypertensive agent. 

Ganglionic Blocking Agents. These com- 
pounds are the most potent antihypertensive 
drugs which are currently available. Their 
mechanism of action is due to interference of 
neurogenic transmission within the sympa- 
thetic ganglia. Multiple preparations are avail- 
able including mecamylamine (Inversine), 
hexamethonium ( Bistrium), pentolinium (An- 
solysen), and chlorisondamine (Ecolid). The 
approximate equivalent dosages of these drugs 
are 25 mg. hexamethonium, 20 mg. pento- 
linium, 12.5 mg. chlorisondamine, and 2.5 mg. 
mecamylamine. 

Determination of optimum drug dosage is 
dependent upon effective drug titration. It 
is extremely important to start with a small 
dose of ganglionic blocking agent, and sub- 
sequently the dosage can be gradually in- 
creased until the standing blood pressure is 
reduced to the desired level. As a further 
guide to proper dose titration, the therapist 
should make use of available historical in- 
formation. For example if the patient com- 
plains of attacks of dizziness occurring at 
specific times during the day, this indicates 
that he is obtaining an excessive hypotensive 
effect at that particular time. 

Table 1 illustrates a method of drug titration 
for mecamylamine. Final dosage depends 
upon the criteria listed above. Because the 
drug action of mecamylamine lasts for a long 
period of time, the larger doses must be given 
in the morning and at lunchtime. However 
when the patient is relaxed in the evening, he 
does not require nearly as much. If the patient 
receives too large a dose at suppertime, he is 
particularly apt to experience hypotension 
upon arising in the morning. 

Side effects encountered with these agents 


Table 1. Method of Dose Titration of 
Mecamylamine (mg.) 


12 Noon 


or 


S SIS I oro orhs | 90 


SCNMNNNMSSooONM ns 


TA.M. 


Week 


Ist 
2nd 
3rd 
4th 
5th 
6th 
7th 
8th 
9th 
10th 


— ee 

SSSANA AMD 
ocooounnooou 
pk et et et et et 
AAAAGVSSN 
coooocco°o! 

— 


are due to the simultaneous inhibition of 
neurogenic transmission within parasympa- 
thetic ganglia. These untoward effects should 
be anticipated and properly treated; however 
they should not be feared. Constipation is the 
most common side effect and can usually be 
controlled with milk of magnesia (30 ml.) or 
cascara sagrada (10 to 30 ml. of the elixir) or 
prostigmine (15 to 30 mg). Likewise impaired 
visual accommodation and dry mouth usually 
improve with pilocarpine (5 mg. t.id.) and 
urinary retention can generally be controlled 
with urecholine (5 mg. t.i.d.). 

Thiazide Derivatives. Several members of 
the benzothiadiazine family including chloro- 
thiazide, hydrochlorothiazide, and flumethia- 
zide have demonstrated potent hypotensive 
abilities. Their mechanism of action is un- 
certain; however, it is most likely related to the 
electrolyte imbalance which is induced at the 
local arteriolar level. 

A recent study’ indicated a significant blood 
pressure reduction in approximately 40% of 
the patients treated with each of the three 
thiazide derivatives described above. The 
usual dosage required is 500 mg. twice daily 
of chlorothiazide or flumethiazide or 50 mg. 
twice daily of hydrochlorothiazide. The in- 
cidence of side effects is low and approximate- 
ly equivalent with all three drugs. 

Maximum effectiveness is achieved when 
these compounds are used continuously rather 
than intermittently. In fact blood pressure will 
generally return to the pretreatment levels if 
these drugs are discontinued for a three day 
period. Sodium restriction should be practiced 
but should not be too rigid; specifically a daily 
salt intake of 3 to 4 grams is recommended. It 
has also been our experience that prophy- 
lactic electrolyte supplements (including po- 
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tassium) are rarely required if the dosages de- 
scribed above are not exceeded. 

In addition to the blood pressure fall 
achieved with the use of the various thiazide 
derivatives singly, they also potentiate the 
effectiveness of all other antihypertensive 
agents. This attribute allows a reduction in 
dosage of the second drug, thereby reducing 
the side effects encountered with both. This 
effect is illustrated by the finding that the ad- 
dition of chlorothiazide to a patient on gang- 
lionic blocking agents generally allows a 25 to 
50 percent reduction in dosage of the latter 
drugs. 

Veratrum Alkaloids and Ganglionic Block- 
ing Agents. Multiple veratrum alkaloids and 
adrenergic blocking agents are also available. 
However the use of the former group is 
limited by the development of nausea and 
vomiting which frequently accompanies 
effective dose levels; and the use of the latter 
agents (including dibenzyline, regitine and 
benzodioxane) has been disappointing be- 
cause of the numerous associated side effects 
and the rapid development of tolerance. 

Comprehensive Therapeutic Regimen 

A comprehensive therapeutic regimen is 
outlined in Table 2. It is recommended that 
one of the thiazide derivatives be utilized as 
the initial therapeutic agent (in the dosages 
described) because of their (1) effectiveness, 


(2) relatively mild side effects, and (3) abil- 
ity to potentiate other antihypertensive drugs. 

If the thiazide derivative fails to achieve 
the desired response, a Rauwolfia compound 
should be added after one week. Thereafter if 
the blood pressure remains elevated after two 
or more weeks of combination therapy, hydra- 
lazine should be added according to the dose 
schedule described. Finally if the hydralazine 
is ineffective, it should be abandoned in favor 
of ganglionic blocking agents when the hyper- 
tension is of adequate severity to warrant the 
use of these compounds. In addition in those 
instances of severe progressive hypertension, 
ganglionic blocking agents should be added to 
the therapeutic regimen without delay. 

Summary 

A variety of potential etiologic mechanisms 
including emotional stress, heredity, neuro- 
genic factors, abnormal salt and water 
metabolism, humoral agents, and enzymatic 
disturbances have been considered. Fortunate- 
ly in spite of our lack of knowledge concerning 
the exact etiology of essential hypertension, 
this disorder can be effectively treated. A 
comprehensive therapeutic regimen is out- 
lined. 
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Table 2. Comprehensive Therapeutic Regimen For The Treatment of Hypertension 


Severity of 
Hypertension 


Diastolic blood pressure 
less than 120 mm. Hg. 


Diastolic blood pressure 
more than 120 mm. Hg. but 
less than 140 mm. Hg. 


Diastolic blood pressure 
more than 140 mm. Hg. 


Initial Therapy 


Hydrochlorothiazide* 


Hydrochlorothiazide* 
and Rauwolfia 


Hydrochlorothiazide* 
and Rauwolfia 


| Adjunctive therapy when not | 
| adequately responsive to initial 
therapy. 
Rauwolfia 


Hydralazine or ganglionic 
blocking agent 


Ganglionic blocking agent** 


* Chlorothiazide or Flumethiazide may be used with equally good results. 
** Must be added without delay when indicated. 
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CLINICAL INVESTIGATION OF TRIBURON * 


IN PRIMARY AND SECONDARY PYOGENIC INFECTIONS 


hat are the criteria for the ideal topical 
\ antimicrobial? Setting our sights on 
the pinnacle, we would say that such 
a preparation should 1) have activity against 
all types of infecting organisms, 2) cause no 
development of resistant organisms, 3) pro- 
duce no irritation or sensitization in the patient 
and 4) be cosmetically acceptable. The last of 
these criteria seems to be fulfilled with most 
medications, but the first three enumerated 
are not so easily satisfied. Thus, penicillin has 
largely been discarded for use as a topical 
agent because of failure, according to criteria 
2 and 3."-* Resistant organisms have been 
found to develop following use of tetracycline 
and erythromycin.” Neomycin has a rather 
narrow spectrum and an increasing incidence 
of sensitization, although it is effective against 
Staphylococcus aureus—the present “number 
1” problem organism.” Polymyxin B has an 
even more limited spectrum.‘ Nitrofurazone, 
a chemotherapeutic agent, also has a limited 
spectrum, especially with regard to Staphy- 
lococcus aureus.” 

This does not mean that these preparations 
should be discarded, but should rather be 
used with discrimination based on knowledge 
of their potential. Meanwhile, new agents 
which meet the above criteria should be 
sought. . 

It has been stated that chemotherapeutic 
agents are equally effective as antibiotics 
against superficial skin infections except those 
caused by monilia or pseudomonas,’ and that 
“The real value of the topical chemothera- 
peutic agents is that they avoid the develop- 
ment of organism resistance to antibiotics that 
may be required later for systemic therapy of 
much more significant infections.” 

Triburon, a recently developed chemothera- 
peutic of the bisquaternary class, in in vivo 
tests was found to be more effective than neo- 
mycin, bacitracin, polymyxin B and _nitro- 


*Triburon—Brand of triclobisonium chloride, Hoff- 
mann-La Roche Inc., Nutley, N. J. 
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Florence, South Carolina 


furazone against 5 strains of Streptococcus 
pyogenes. While penicillin was more effective 
against four strains, it was ineffective against 
a fifth. Triburon was equally effective as neo- 
mycin against seven strains of Staphylococcus 
aureus and more effective than the other drugs 
mentioned above.® It has also been found to 
have activity against Escherichia coli, Pseudo- 
monas aeruginosa, Diplococcus pneumoniae, 
Listeria monocytogenes, and Salmonella ty- 
phi.’ No evidence of sensitization or irritation 
was noted when the drug was applied liberally 
to large areas during burn and reconstructive 
therapy.” ° 

A study was initiated to investigate the 
clinical response of Triburon in commonly en- 
countered primary and secondary pyogenic 
infections. 

Material and Methods 

The study comprised 118 patients seen in a 
private dermatologic practice, most of whom 
were referred by their family physicians. The 
age range was from 3 months to 74 years 
(average 34 years ). 

In 68 patients Triburon cream, 0.1 per cent 
in a vanishing cream base, was applied to skin 
lesions of various etiologies; Triburon 0.1 per 
cent with 0.5 per cent hydrocortisone was used 
in 50 patients. Infections were both primary 
and secondary and included the following 
diagnostic categories: dermatitis of different 
types, folliculitis, blepharitis, pruritus ani or 
vulvae with secondary bacterial or monilial in- 
fection, ecthyma, impetigo, pyodermas, etc. 
(Tables I and II). All the chronic conditions 
were secondarily infected. The drugs were 
prescribed in a randomized fashion without 
regard to diagnosis because the active anti- 
microbial is present in both preparations. 

A history of the particular lesions extended 
over a period of from one day to 7 years. 
Previous therapeutic measures included ultra- 
violet light, x-ray, Burow’s solution soaks, 
steroid therapy and bichloracetic acid. 
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TABLE I 
Results of Treatment with Triburon Cream 





RESULTS 
: , No. of ; ri r ‘om - No 
Diagnosis Patients | Excellent! Good i Un- Follow- 
improved up 


2 


Ecthyma 
Excoriations, neurotic (infected) 
Dermatitis, secondarily infected: 
Atopic 
Bullous 
Contact 
Venenata 
“Td” 
Seborrheic 
Stasis 
Folliculitis 
Monilial infections 
Pruritus vulvae 
Pyoderma 
Urticaria with excoriations and 
infection 
Tinea pedis with secondary infection 
Mycosis fungoides with secondary 
infection 
Impetigo 2 
Larva migrans with secondary 
infection 1 
Miscellaneous dermatoses with 
secondary infections 6 4 


TOTALS 21 | 39 
33.3% | 61.9% 


nor 
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TABLE Il 


Results of Treatment with Triburon plus Hydrocortisone 





RESULTS 





No. of | 
Diagnosis Patients | Excellent} Good | Fair a.m 


Blepharitis 
Dermatitis, secondarily infected: 
Allergic 
Contact 
Eczematous 
“ea 
Neurodermatitis 
Seborrheic 
Papillaris capilliti 
Folliculitis 
Pruritus (ani, vulvae with 
secondary infection) 
Monilial infections (dermatitis, 
intertrigo) 
Pyoderma 
Tinea (corporis and pedis, 
secondarily infected) 
Rosacea with pustules 
Miscellaneous 


TOTALS 





Neh ho Oce wo 
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1 


worn oe 
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7 | 3 
| 15.2% | 78.3% | | 6.5% | 


ou 
o 











The cream was prescribed for application | weeks although some patients were treated 
by the patients 3 times daily in 12 instances, _ for longer periods. Careful instructions for use 
twice daily in 104, and once daily in 2.'Treat- | were given. The patients were told to dis- 
ment varied mainly between 2 days and 3 continue the drug if any irritation occurred or 
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if there were no improvement within 7 days. 
Results were considered to fall into four cate- 
gories—excellent, good, fair and unimproved. 
Subjective and objective observations were 
evaluated. When the primary infection was of 
bacterial origin such as in impetigo, ecthyma, 
or folliculitis, results were considered excel- 
lent if there was a complete clearing of the 
infection; good if the infection was more than 
50 per cent but not wholly cured. In the 
secondarily infected dermatoses results were 
considered excellent if the secondary infection 
cleared completely and the primary condition 
improved; good if the bacterial infection 
cleared or improved considerably but with no 
remission of the primary lesion. Fair and un- 
improved in both categories indicated either 
minimal improvement or no change. 


Results 

Of the patients treated with the plain cream, 
21 had excellent results, 39 good, 3 were un- 
improved and 5 did not return for evaluation. 
In the Triburon-HC group, 7 had excellent re- 
sults, 36 good, 3 did not improve, and 4 were 
lost to follow-up. 

In all cases where the lesions, either primary 
or secondary, were of bacterial origin, the re- 
sponse was good or excellent; the monilial in- 
fections were also greatly improved in all 
instances; of the 4 tinea and 1 parasitic in- 
fections, the fungus and parasites were un- 
affected by treatment, but in the 4 with 
secondary bacterial infections control of these 
latter infections was excellent, improvement 
usually occurring in 1 to 2 weeks. 

In the few cases where itching was a 
troublesome feature, the choice of cream 
seemed inconsequential. In some patients in 
the hydrocortisone group, itching was con- 
trolled, while in others it was not; the same 
was true with the plain cream. 

Only one patient developed a_ reaction 
following application of the cream. She had 
been using it for some time on an ulcer prior 
to the onset of a contact type of reaction. A 
patch test was negative with Triburon cream 
2 weeks following discontinuance of medica- 
tion. 

Several interesting case studies are given 
below: 
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Discussion 


How does Triburon meet the specified 
criteria? Its effect on bacterial and monilial 
infections was satisfactory, but tinea infections 
were not improved; sensitization or irritation 
was not apparent, even when used in ophthal- 
mologic conditions; it was cosmetically ac- 
ceptable; resistance did not develop even in 
the patients treated for protracted periods al- 
though a longer, more intensive study would 
be required before positive conclusions could 
be drawn on this point. 

My own personal observation as a derma- 
tologist is that Triburon is superior to most of 
the antimicrobials that I have used topically. 
Clinically the response was good in a high 
percentage of the patients, and there were no 
true sensitization reactions. 

A comparison graph of the results with Tri- 
buron and Triburon-HC is included in Figure 
I. 


Summary 

Of 118 patients with primary or secondary 
pyogenic infections 28 had excellent results 
following the application of Triburon or Tri- 
buron-HC, 75 achieved good results, 6 were 
treatment failures and 9 were lost to follow- 
up. Improvement was noted in 95.2 per cent 
of the patients who used the plain cream and 
in 93.5 per cent of those who used Triburon 
with hydrocortisone. 

In general the bacterial and monilial in- 
fections showed a good response but tinea in- 
fections failed to respond to therapy. 

Triburon appears to be an excellent agent 
for the treatment of primary and secondary 
pyogenic infections. 

Case Studies 

L.B., a 42-year-old male when first seen by us for 
contact dermatitis of 6 months’ duration, had a severe 
flare-up of the condition with bullae and pustules on 
the hands and arms. Previous treatment had consisted 
of ACTH, x-ray, Decadron, aureomycin cream, 
Burow’s soaks, Aristocort (triamcinoline) and Poly- 
sporin ( polymixin B sulfate and zinc bacitracin). Tri- 
buron cream was prescribed to be applied to the 
areas twice daily. Clearing of infection was noticeable 
within 4 days and progress continued until complete 
disappearance was achieved after 4 weeks. There was 
no evidence of side effects. 

B.W., a 19-year-old married female had monilial 
dermatitis of the perivulval area, which extended on to 
the thighs and the rectal area. The condition had been 


present for 2 months. Cultures showed the presence of 
Candida albicans. Topicort, Calmitol lotion and quartz 
light had been used without effect. She was told to 
apply Triburon vaginal cream to the area twice daily. 
In 1 week considerable improvement was noted. 

J.C., an 18-year-old female with contact dermatitis, 
superimposed neurodermatitis and pyoderma with a 
history of recurrence for several years presented the 
following picture on the initial visit: two eczematous 
patches on the dorsa of each great toe and a reactive 
area on several of the toes of both feet, crusted and 
showing pustules. During the previous week, a papulo- 
squamous dermatitis appeared about the posterior 
thighs and back which suggested an “id” type reaction 
following secondary infection. Triburon cream was 
applied three times daily to the feet. At the end of 
one week there was good progress, with all areas of 


infection clearing. By the end of the second week the 
secondary lesions were completely healed, leaving the 
lichenified dermatitis. The combination of the steroid 
and Triburon helped to control both infection and 
pruritus. 

E.H., a 36-year-old male, had pruritus ani of 2% 
months’ duration. The perianal area showed a mod- 
erate monilial type dermatitis and mild fissuring. 
Triburon-HC was applied twice daily. In 2 weeks the 
area was entirely clear. 

E.H., a 30-year-old female had a chronically re- 
curring blepharitis. The present episode was of 2 
weeks’ duration when Triburon-HC was prescribed 
to be applied to the eyelids twice daily. On the second 
visit two weeks following the initial visit, the re- 
sponse was noted as excellent. There was no evidence 
of side effects. 
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Normal systolic murmur. Dale Groom, Waddy 
Chapman, Wofford W. Francis, Anne Bass, Yro T. 
Sihvonen (Charleston) Ann. Int. Med. 52:134, Jan. 
1960. 

The presence of functional systolic murmurs in some 
adults has long been recognized. Of recent interest 
is the finding that these murmurs can actually be re- 
corded from the precordium in virtually all normal 
subjects. 

By means of a high-sensitivity (capacitance ) pickup 
in a soundproof room, recordings were made on a 
cathode-ray oscilloscope from 71 normal adult sub- 
jects. Only those with a negative past history of a 
heart murmur or heart disease were included, and in 
none of them was a murmur audible on ordinary 
stethoscopic auscultation. Recordings were made with 
the subject at rest in the supine position. 

All subjects showed readily discernible murmurs 
extending through one-fourth or more of systole and 
reproducible on repeated tracings. In more than three- 
fourths of the subjects the point of maximum intensity 
was between the 2nd and 4th intercostal spaces along 
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the left sternal border. Wave forms of most murmurs 
showed some sinusoidal characteristics with funda- 
mental frequencies of 60-90 c.p.s. and secondary fre- 
quencies an octave or more higher. The majority of 
the murmurs were of decrescendo configuration fol- 
lowing the first heart sound; only about one-third had 
a diamond type pattern. Their intensity tended to vary 
from day to day, with different phases of respiration 
or changes in position, and with exercise. Short dia- 
stolic sounds followed the second heart sound in a 
few of the subjects. 

Using the same technique, murmurs were found in 
19 of 25 fetal hearts recorded during the last trim- 
ester of gestation. Quite likely a fetal murmur is nor- 
mal but arises from shunts unique to the fetal cir- 
culation. 

The mechanism and site of origin of these systolic 
sounds in the adult is uncertain. However, their 
presence is understandable on the basis of what is 
known of circulatory dynamics, and it appears that 
they represent a universal functional murmur which 
is usually subaudible. 











octor Lynch has given me complete 
freedom in the selection of my subject 
for tonight. Since it is not too difficult 
to discuss a subject in which one is deeply 
interested but about which one knows very 
little, I have chosen to comment briefly on the 
several phases in our overall program of medi- 
cal education. 

The young man or woman who holds a de- 
gree of doctor of medicine from one of our 
medical schools has an educational back- 
ground which offers more opportunities for 
self-expression and for a satisfying life than is 
associated with any other graduate degree. 
The desire to do research at the basic or 
clinical level; to care for the sick; to teach, or 
any combination of these may be easily ful- 
filled by the necessary accentuation in depth 
in the desired area. 

As a surgeon contemplating a given opera- 
tion and in discussing it with the patient I 
always like to delineate and then to evaluate 
a definite objective; or put in another way, I 
like to plan in terms of what I expect to ac- 
complish by my undertaking. Permit me then 
to discuss our educational programs in terms 
of the kind of a product we are trying to de- 
velop. 

Whatever may be the interests of a college 
student preparing to enter medical school, his 
undergraduate medical education should be 
developed on the assumption that he, as a phy- 
sician, will devote at least a part of his time 
to the care of the sick. 

With proper selection of students, and an 
educational program thus oriented, the medi- 
cal school graduate may be expected to have 
certain qualifications not commonly developed 
in the population at large. He should possess 
more than just a scientific training of high 
order. He must be interested in people as 
people not as the harborers of disease. He 
must like to work with them as individuals 
and as members of the community. He should 
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be of higher than average intelligence; he 
must possess curiosity, imagination and be 
able to think, reason, deduct and express him- 
self with clarity. He should have an alert, 
orderly, selective and retentive mind — one 
which permits him to distinguish the im- 
portant from the unimportant and to critically 
and logically evaluate his own mistakes as well 
as those of his colleagues, storing only the 
essential facts for recall immediately, in six 
months or ten years hence should the occasion 
demand. 

Completely honest, he must have the cour- 
age to tell a patient “I don’t know” but a 
sense of responsibility and a curiosity that will 
stimulate him to use every means to find out; 
and if he is to command the respect of his col- 
leagues, patients and their families, he must— 
with justification—believe in himself and 
manifest to others those qualities which inspire 
in them the confidence so necessary to the 
management of a critically ill patient. 

This is not too big an order to shoot for. 
Accomplishment, however, presupposes the 
selection for medical school of those who 
possess the necessary qualities; and then our 
ability to nourish and bring these to full 
fruition. 

The selection of the best students for a 
medical education is a difficult task. From the 
pool of applicants, selection must be un- 
hampered by geographic or other restrictions. 
Even then the choice is not easy. It was once 
my privilege to serve on the Admissions Com- 
mittee of the Harvard Medical School; the 
committee of the Massachusetts General Hos- 
pital responsible for the selection of eight 
candidates for the five year training program 
in surgery; and, at the same time, on the 
American Board of Surgery. Even after 
thoughtful consideration of all of the informa- 
tion before us we made mistakes at all three 
levels. 

As with all admissions and intern com- 
mittees which work without restrictions, we 
tried very hard to select from fairly large 












pools the best qualified candidates for a 
limited number of places. We knew what these 
young people had done, we knew what they 
were doing, yet all too frequently we failed to 
estimate their capacity to develop in keeping 
with the long and demanding educational pro- 
gram ahead. 

It is with the above as a background that I 
would like to make a few comments on the 
several levels of education through which the 
physician passes. 

College Education 

I would like to see the term “pre-medical 
student” disappear both in name and in fact. 
The student contemplating a career in medi- 
cine should not be considered apart from other 
college students. What we want in medical 
school are intelligent, motivated, educated 
young people who have the capacity, the 
interests and personal qualifications to be- 
come physicians. 

College, at the present time, prepares few, 
if any, for their life’s work. Each holder of a 
bachelor’s degree should have a good, well 
rounded education; a background of informa- 
tion which will permit its holder to live with 
understanding and enjoyment in a complicated 
world and which will prepare him to continue 
with additional training in his chosen field. 

I do not know that I really understand what 
I mean by a “well rounded education”. I would 
fee] quite secure in saying that it means learn- 
ing in breadth as well as a certain degree of 
depth in some areas. I would feel that unless 
the individual in addition to the humanities, 
knew something of the world from which we 
came and in which he now lives, he would 
not be called educated. Mathematics, the bio- 
logical, physical and chemical sciences are so 
essential to an understanding of what we see, 
hear and read that the prospective student of 
medicine need have but little more depth in 
the scientific components of his college educa- 
tion than should the college graduate who be- 
comes the teacher, the lawyer or the mother. 

Medical school and medical practice are 
selfish and demanding masters, allowing little 
or no time for the development of interests in 
other fields, yet permitting the pursuit of those 
already acquired. The modern university is 
not only the center for almost unlimited ed- 
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ucational facilities but offers tremendous op- 
portunities for self-evaluation or testing, if you 
will, of one’s various non-academic capabilities 
and for the development of those dormant 
qualities needing only the stimulus and op- 
portunity to grow. 

Possibly active participation in activities 
which are not strictly academic but which are 
demanding of a certain amount of discipline, 
initiative and sustained application, together 
with a satisfactory scholastic record may be 
a better measure of capacity than a high 
scholastic record alone. It is from those who 
have found in college and have utilized op- 
portunities such as these that I would like to 
think most of our medical students will come. 

Medical School 

Not too long ago in discussing some of the 
facets of medical education one of our leading 
educators asked: “What happens to the ideal- 
ism of most medical students between the time 
we take them into our medical schools and 
they enter the practice of medicine?” I cannot 
answer this question. I doubt, however, that 
much of anything happens to it—and maybe 
that is what is wrong. Most prospective medi- 
cal students on interview will say that they 
are scientifically oriented and like to work 
with people. I have always believed that there 
is more idealism in the entering class of a 
medical school than in a cross section of the 
senior class of any of our colleges, and I see 
no reason to believe that this idealism has 
been lost. Yet it is not a dominant character- 
istic of the young physician about to enter 
medical practice today. Medical schools and 
the period of graduate training have de- 
veloped their scientific and technical skills, but 
except in rare instances have done little to de- 
velop these young men and women as in- 
dividuals. 

I am too realistic to believe that young 
people, except for a very few, go in to medi- 
cine for humanitarian reasons alone. Medicine 
permits them to make a good living while 
doing the things they most enjoy. If, on plan- 
ning our educational programs, we fail to 
recognize the importance of the economic 
aspect of medicine we will neglect one of the 
basic factors influencing the life of the physi- 
cian. 








The primary objective of our medical 
schools is the education of physicians of high 
caliber and in such numbers that the people 
of America are and will continue to be assured 
of medical care of high and ever improving 
quality. 

Research is an essential but not the most 
important component of our overall program. 
In these days of lay and professional emphasis 
on research, and with Federal and private 
funds readily available, it becomes imperative 
that our medical schools keep constantly be- 
fore them their primary responsibility of 
educating and training physicians. Research 
may be and probably is a most important tool 
in the accomplishment of this objective but it 
must not be permitted to become the driving 
force behind the school. 

Medical School no longer prepares its gradu- 
ates to enter directly into the practice of medi- 
cine. We know that at least two years and 
probably more following graduation from 
medical school represents the minimum ad- 
ditional training that the young physician 
should have before accepting his responsibili- 
ties in the community. We all recognize the 
tremendous job that is being done in teaching 
the basic sciences and in giving a good back- 
ground in disease and patient care. The gradu- 
ates of most of our medical schools today have 
had clinical experience comparable to that 
which followed one year of internship two 
decades ago. But the medical school should 
do more than teach the basic sciences and give 
to its graduates an understanding of the 
broader aspect of medicine. It should stimulate 
and encourage the inquiring mind, carefully 
guiding it in the fascinating realm of research 
but along with this must come the develop- 
ment of the individual. But how do we teach 
or inspire young people to think, to reason, to 
accept responsibility and to show the under- 
standing and the maturity which we have 
reason to expect in the holder of the M. D. 
degree? Certainly not by the continuation 
of a tight schedule of lectures, laboratory 
classes and examinations under a discipline 
comparable to that of college. The imagina- 
tion, the curiosity and the humanity within 
each student must be stimulated and develop- 
ed at the same time during which he is learn- 


ing the innumerable essential scientific facts. 
Somewhere, somehow, there must be a trans- 
ition between the boy who follows a pre- 
scribed course and the man who thinks and 
reasons and keeps growing. 

I am sure that all of you, just as I, can look 
back at certain experiences in medical school 
which did something to us as people. Two 
such immediately come to mind. The first 
happened in my freshman year in the Univer- 
sity of Wisconsin. It was on the occasion of 
our first examination in physiology. Dr. Walter 
J. Meek (if my memory serves me correctly ) 
appeared before the class and in simple words 
told us that one of the fundamental character- 
istics of a doctor was honesty. He would 
expect no less from each of us. Every year it 
had been customary for the freshman class to 
vote for or against the honor system; the vote 
must be unanimous and if in the affirmative it 
was the responsibility of the class to see that it 
was carried out in fact as well as in spirit. As 
expected, it was approved. He then passed out 
the examination questions and said that he 
would be in his office next door should any 
one wish to see him. 

That experience did something to me as | 
am sure it did to every other member of the 
class. All of a sudden I seemed to have grown 
up. I was given a responsibility I had not 
known before. 

Another incident occurred in my third year 
after transferring to Harvard Medical School. 
At that time all except the complicated ob- 
stetrics was carried out in the patient’s home 
by the third year medical students. We bought 
our doctor’s bag, a small sterilizer, some rub- 
ber gloves, a few instruments and for three 
weeks moved into what we called “The 
District”. There was a house mother who took 
care of our sleeping quarters and the telephone 
calls. We saw and delivered the patients in 
their homes. I was “Dr. McKittrick”. Most of 
these patients had been carefully followed in 
the prenatal clinic by the teaching staff—yet 
to all intents and purposes mother and baby 
were our responsibility until the cord had 
dried and the mother was well along. If there 
were any complications we were expected to 
follow the baby or the mother until both were 
ready for discharge even though our tour of 
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duty was over. Coming into the home, as we 
did, we not only assumed responsibility for the 
mother and young baby, but seeing these 
people in their homes—how they lived and 
their response to illness (if this can be called 
illness) we developed a deep sense of re- 
sponsibility to the entire family as well as to 
the mother, the baby and to our supervising 
obstetrician. 

Medical school is a gathering of serious, in- 
telligent, motivated young men and women. 
Somehow, someway, along with the tre- 
mendous pressure of learning the basic 
sciences and the sciences of disease we, in our 
changing curricula must work out through free 
time and by positive effort a mechanism for 
developing those personal and_ intellectual 
qualities which we associate with the physi- 
cian. 

Graduate Education 

Specialization is the vogue. Specialism has 
contributed much to research, teaching and 
patient care. Specialization, properly con- 
trolled and coordinated will continue to be an 
essential part of our over all program of medi- 
cal education and medical care. However, 
there are many who feel that the time is 
rapidly approaching—if not already here— 
when the relationship specialty 
boards and our overall program should be 
carefully re-evaluated. 

The boards have developed more or less like 
Topsy. Once approved by the Council on 
Medical Education and Hospitals a board be- 
comes an independent agency with no central 
coordinating influence. With each board set- 
ting its own requirements for certification, 
graduate education has become almost com- 
pletely dominated by the specialty boards. 
Just what influence the residency review com- 
mittees may have in directing our future ed- 
ucational plans time only will tell. 

It is my own feeling that many of the boards, 
in the surgical specialties at least, have not 
kept pace with the overall progress in surgery. 

The gynecologist is doing hysterectomies 
with pelvic node dissections as well as doing 
pelvic exenterations;—the urologist is making 
ileal bladders, working in the abdomen, 
through the chest or both; and the oto- 
laryngologist is going from the late mastoid- 
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ectomies to radical head and neck surgery. 
These are developments in general surgery, 
not in the specialty per se. Yet the board re- 
quirements for training in the broad aspect of 
surgery are not adequate to meet the demands 
of surgical procedures of this magnitude. 

I believe that the surgical specialties should 
be more closely aligned with general surgery 
and that as in chest surgery, the gynecologist, 
the urologist or the otolaryngologist should 
look forward to a coordinated program of 
training which will qualify the graduate for 
certification by both the American Board of 
Surgery and the specialty board. The overall 
lapse of time would be little if any more than 
is now required. The end product would be a 
specialist in every sense of the word. 

There is a compelling need for a large seg- 
ment of our medical school graduates to 
assume responsibility for the comprehensive 
sare of the family. Properly prepared with a 
good background in medicine in its broadest 
sense, pediatrics, care of the new born and 
uncomplicated obstetrics, such an individual 
could probably do an excellent job in caring 
for most of the needs of the American family. 
A committee under the Council on Medical 
Education and Hospitals of the American 
Medical Association worked for two years de- 
veloping an educational program designed 
to train physicians to meet the responsibili- 
ties. Its recommendations were approved by 
the House of Delegates last June. It now re- 
mains to be seen whether new programs in 
keeping with the spirit of the committee re- 
port will be developed. If this is done a new 
era in graduate education and medical prac- 
tice may be ahead. 

Postgraduate Education 

The physician’s education never ceases. 
New knowledge, changing conditions, new 
methods of treatment, all make it essential 
that the physician, throughout his active life, 
will remain a student. Each must develop for 
himself some method by which he will give 
to his patients the benefits of the newer de- 
velopments in the science of medicine. 

Hospital conferences, postgraduate courses, 
scientific meetings and current medical litera- 
ture offer the more common sources of in- 
formation. 








Unfortunately much which appears in our 
current literature needs careful evaluation and 
that which is really good may be widely dis- 
tributed in a variety of journals and not 
readily available to the busy physician. 

I know of no mechanism by which the busy 
physician, whether he be in general practice 
or in a specialty, can so easily and effectively 
keep abreast of the important practical de- 
velopments in medicine as by regular at- 
tendance at the scientific exhibits of the 
Annual Sessions of the American Medical 
Association. Here under one roof is brought 
together an unbelievable array of information. 
Here, too, the physician may see, read, and 
discuss informally the subject matter as it per- 
tains to his individual practice. 

But it is the intent and the result, not the 
methods chosen that count. When the physi- 


Anticholinergic anesthesia. Clarence W. Legerton 
(Charleston) South. M. J. 52:927, Aug. 1959. 

This paper presents the thesis that the major use 
of the anticholinergic drugs in peptic ulcer disease 
lies in their ability to relieve acute ulcer pain. Since 
this effect is achieved by abolition of abnormal 
motility rather than by decrease cr abolition of acid- 
ity, it follows that these agents do not contribute any 
more, proportionately, to the healing of the ulcer than 
do older established methods of ulcer therapy. 

This relief of pain may lead both the physician and 
the patient to omit these other aspects of ulcer ther- 
apy or to stop their use too early. 

Since ulcer pain can be masked by these agents, 
their use prophylactically or in the long-term manage- 
ment of the ulcer patient is unwise. Mild recurrences 
may be anesthetized, and with the warning symptom 
of pain not present, recurrences may not be recog- 
nized until a complication occurs. Thus this masking 
of pain may actually be harmful, allowing complica- 
tions to occur that could have been prevented had 
adequate ulcer treatment been begun when pain first 
appeared. It is known that the anticholinergic agents 
do not prevent complications nor do they obviate the 
need for surgery. 

The author feels that the absence or decrease in 
ulcer recurrences on long term therapy with these 
agents is due to failure to recognize the recurrence 
due to the absence of pain, and not to the fact that 
the anatomical crater has not recurred. 


cian loses his will to learn, he forsakes the 
confidence of his patients. 


* *¢ © 


“The office of a Phyfician is the higheft that 
one man can confer upon another; an office of 
the greateft truft. What availeth a large eftate, 
nay a crown or fcepter to one languifhing 
under a fever, or diftracted with torturing 
pain. The noble art of Phyfic excells all other 
arts and fciences; and thofe gentlemen, who 
have the honour of that profeffion, fhould 
fhew the dignity of their office by the fhining 
characters for true religion, humanity and 
learning: they fhould not ftoop to do a mean 
thing; never refufe to give advice to the poor, 
nor make a property of the rich.”* 


*A New and General System of Physic In Theory and 
Practice, by William Smith, M. D. Printed for the 
Author and Sold by W. Owen in Fleet-ftreet. 
M. DCC. LXIX. 


Summary of preoperative factors in production of 
cardiac arrest, by William E. Bomar, Jr., W. R. 
Thompson and J. D. Ashmore, Jr. 
J.A.M.A. 172:41-43, Jan. 2, 1960. 

A study of 30 cases of cardiac arrest, while limited 
in scope, points to the lesser importance of anesthetic 
factors in production of cardiac arrests since the 
majority of cases exhibited serious pre-existing dis- 
ease either of an organic or metabolic nature. The 
poor survival rate of patients in this and other series 
emphasizes the grave nature of such accidents. The 
need for a study of this problem on a national level 
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is stressed, and it is recommended that all people 
concerned with operative care of patients be familiar- 
ized with the methods of resuscitation. 


The retinopathy of arteriosclerosis by J. W. Jervey, 
Jr., M. D. and E. D. Jervey, II, B. A. (Greenville ) 
Tristate Med. J. 7:9 (June 1959) 

A short description of changes in the retinal vascu- 
lar tree in arteriosclerosis is given and a limited re- 
view is made of pertinent recent literature. Several 
points of general interest are brought out. Of special 
interest is a report of Alpers, Foster, and Herbert’ who 
found that while the absence of arteriosclerosis in the 
retina is of no value in determining whether there 
are arteriosclerotic changes in the cerebral vessels, 
the presence of these changes in the retina gives a 
6:1 chance that they are also present in the brain. 
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THE GREENVILLE COUNTY MEDICAL SOCIETY 


HISTORICAL SKETCHES 


THE MODERN ERA 


This is the ninth and last of a series of articles, 
adapted from the book A Medical History of Green- 
ville, South Carolina, written by the same author, and 
which was published by the Greenville County 
Medical Society in 1959. 
he beginning of each era in Greenville’s 
7 medical history was clearly delineated 
by an important event. The first era be- 
gan with peace after the American Revolution. 
It ended with the Civil War. The second era 
began with Reconstruction and ended with 
World War I. The third era followed World 
War I and continued through World War II. 
The fourth, or modern era, followed World 
War II. 

The beginning of the modern era was 
characterized by several important happen- 
ings. With the election of Dr. Tom Brockman 
to the presidency of the Greenville County 
Medical Society, there began a modernization 
and activation of the society as a scientific 
body. The programs were changed from a 
more or less provincial type to one of seminar 
quality. Recognized medical teachers from 
teaching centers were invited to speak to the 
group. This provided easy learning—but it re- 
placed something of value. No longer did the 
members of the society exercise and develop 
skills in preparing and presenting scientific 
papers. No longer was there in evidence a 
competitive spirit or an attempt to excel among 
one’s local colleagues. As a result very few 
papers, either good, bad or indifferent have 
been prepared by members of the society dur- 
ing this era. There has been little incentive to 
prepare and little opportunity to present even 
a case report. 

The difference between the old and the 
new practice here is similar to the difference 
in the culture of ancient Greece and that of 
ancient Rome. In Greece, culture, literature, 
and art was practiced by the citizens. In Rome, 
it was practiced by slaves and observed by the 
citizens. Which was the better? 
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J. DECHERD GUESS, M. D. 


This complete substitution of lectures by 
learned teachers for locally prepared papers 
was not intentional. It was planned that each 
program would include both types of dis- 
cussions. The Columbia Society has wisely and 
successfully combined the two. One may 
speculate on the reasons for successful com- 
bination of the two types of program in the 
one case and its failure in the other. 

The Bulletin was begun in 1938. It has been 
continued successfully, although its character 
has changed greatly. It no longer regularly 
deals with local or statewide medical problems. 
It no longer attempts to mold medical opinion 
or to initiate or stimulate corporate action. Per- 
haps, the change may be just as well. It 
parallels changes which have come about in 
the editorial policies of many great militant 
newspapers of an earlier day. 

There has come about an important change 
in the medical libraries during the modern 
era. The society had a reading room for a time 
beginning in 1913. At the beginning, seventeen 
journals were subscribed for. There were gifts 
of some few textbooks. These were usually too 
new to have antique value and too old to be 
scientifically useful. 

In 1942, when Greenville General Hospital 
became accredited for intern training, a hos- 
pital library was begun in a small way. Each 
year several new texts were purchased and 
several journals were subscribed for. 

The Greenville Medical Club was a de- 
pository for old books from the libraries of 
recently or earlier deceased doctors of the 
county. 

When the new hospital building was oc- 
cupied, these three libraries were combined. 
A full time, efficient librarian was employed. 
The library remains open all night on an honor 
system. However, honor has not proved to be 
uniformly operative, and books and maga- 
zines are frequently lost. There are now about 
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two thousand fairly recent editions and about 
105 journals in the library. The journals are 
permanently bound as the volumes are filled. 

The Greenville Medical Foundation was or- 
ganized in 1945. The purpose of this trust was, 
“To establish a fund, the proceeds of which 
shall be used solely for scientific, educational, 
and charitable purposes, including the pro- 
motion of the science of medicine, assisting 
medical students, the establishment of a medi- 
cal library, and the construction of a building 
for such purpose or purposes.” 

The project was launched with great en- 
thusiasm. It was believed that because of rela- 
tively high professional incomes and_ high 
income tax rates, tax free contributions to the 
foundation would be made readily and gen- 
erously. However, results 
appointing. Funds in hand at this time amount 
to somewhat less than $25,000. Since they 
have been invested in government bonds, it is 
likely that interest accruals have not kept pace 
with the inflationary costs of building. Unless 
there shall develop a renewal of enthusiastic 
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interest, that time when the society shall own 
its own home is far in the future. 

The modern era in professional accomplish- 
ment in Greenville began with the arrival of 
Dr. David A. Wilson in 1946. His long period 
of training at Duke University Medical School 
and Hospital was concurrent with the tre- 
mendously rapid strides in medical scientific 
knowledge and application. He had grown up 
as it were with the new advances in surgery, 
made possible by advances in the knowledge 
of anesthesiology, physiology, pharmacology 
and body chemistry. 

Prior to his coming, few if any of the doctors 
of Greenville were prepared to avail them- 
selves immediately of the new knowledge and 
new techniques. Nor the hospitals 
equipped for the application of them. 

Dave lived only ten years after coming to 
Greenville. However, he lived to see a revolu- 
tionary change in the hospitals and their staffs. 

Relatively large numbers of young men, 
equally as well trained as he, had moved in. 
The hospitals had prepared themselves to be 
efficient workshops for the execution of the 
newer techniques. Every surgical specialty and 
most of the medical subspecialties had become 
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represented on the hospital staffs. Two neuro- 
surgeons were overloaded with work, ortho- 
pedic surgeons were working in groups of two 
or three. So were the obstetricians and gyne- 
cologists. Thoracic, heart and vascular surgery 
was more or less commonplace. Internists were 
now hospitalizing their patients for diagnostic 
studies instead of working in their private 
clinics. They were thus able to have the assist- 
ance of the pathologist and clinical patholo- 
gist, the roentgenologists and other consult- 
ants. 

Another aspect of the new era is the im- 
proved economic status of the profession. Fees 
have advanced, but not excessively, nor so 
much as have living costs. The improvement 
reflects the improvement in the economic con- 
ditions of the people, and particularly the im- 
pact of sickness insurance on the ability of the 
people to pay sickness costs. 

However, there are clouds on the medical 
horizon. Many thoughtful doctors sense a 
danger in the economic opulence of doctors. 
They fear that there will result a loss of the 
sense of dedication to service regardless of the 
sacrifice involved and a softening up of the 
discipline of medical practice. There is also a 
fear that the ever increasing costs of medical 
care, due in part at least to the diagnostic 
and prophylactic phases of medical practice, 
will result in unhappy changes. Under the 
guise of “thoroughness,” or of “treating the 
body instead of the disease,” or of “good medi- 
cal practice,” indications for hospital admis- 
sions, for expensive x-ray, and for other lab- 
oratory examinations have been tremendously 
broadened. The frequent sketchy justification 
for expensive laboratory procedures, with cor- 
responding high percentage of negative find- 
ings, seems to many students of the increasing 
costs of medical care to have made of the de- 
mand for “good medical care of the whole 
man” an unwise and unwarranted absurdity. 

This uncritical attitude, with its ever in- 
creasing demands for more hospital beds, its 
constantly increasing costs, and its increasing 
demands for broader and broader insurance 
coverage, may well be the determining factor 
in ushering in the next historical era of medi- 
cal practice. If and when it does, that era, 
called by whatever name you will, will be 
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one of governmental regulated and admin- 
istered socialized medicine. 


The days of which I have written were the 
days of medical giants. Those days seem to 
have gone forever. There are and always will 
be great medical scientists and technicians. 
They will not stand out on the stage of medi- 
cal history as did John B. Murphy, John B. 
Deaver, DeLee, Clark, the Mayo brothers, 
Osler, DaCosta and others that any early 
twentieth century doctor could name. Those 
men were giants not alone because of the qual- 
ity of their intellect and their skill. They were 
showmen as well. 


Those men were giants on the national 
stage. There were smaller stages, like that in 
Greenville. The men of whom I have written 
were giants on this smaller stage, but they 
were giants withal. Professor A. M. Schles- 


inger, Jr. recently, in writing of great men in 
statesmanship, said: “Our age is an age with- 
out heroes—and when we say this, we sud- 
denly realize how spectacularly the world has 
changed in a generation. Most of us grew up 
in a time of towering personalities.” 

This could also be said of medicine. In our 
time, the average of medical ability and train- 
ing is much higher than it formerly was. The 
number of actors is greater. It is difficult for 
one man to stand out as a giant above his col- 
leagues. The title of a laboratory scene in a 
Monsanto Chemical Company film states: 
“No geniuses here, just a bunch of average 
Americans working together.“ So it is with 
American or South Carolina or Greenville 
County medicine. We are carefully selected, 
well trained doctors, all working together 
happily in our chosen work under the banner 
of Aesculapius. 


MEDICAL COLLEGE CLINICS 
THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Angina in mitral stenosis 


Dae Groom, M. D. 
Dept. of Medicine 


Case Record—With one exception, the history of this 
40 year old housewife’s illness was classical for rheu- 
matic mitral stenosis. It was a sequence of recurrent 
rheumatic fever with migratory arthritis, epistaxis and 
chorea in the second decade of her life, followed in 
the third by dyspnea, orthopnea, dependent edema 
and, ultimately ascites, emaciation and hemoptysis. 
She had managed to go through two normal preg- 
nancies by age 20, though with mounting difficulty 
necessitating a tubal ligation for cardiac reasons. Sur- 
vival beyond age 35 had been largely a matter of 
rigorous measures for control of congestive failure. 
An unusual symptom which appeared late in her 
illness was angina pectoris. In spite of a decline in 
her weight to less than 100 pounds and the extreme 
limitation of her exercise tolerance by dyspnea, she 
had experienced substernal pain with radiation down 
both arms, of mounting severity during the previous 
year. This pain was invariably precipitated by even 
slight exertion and frequently it awakened her at 
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night. Characteristically the pain was relieved prompt- 
ly by rest or by nitroglycerin which she took daily 
and there was no history of prolonged chest pain sug- 
gestive of infarction. 


Auscultatory examination disclosed murmurs of 
aortic stenosis and early aortic insufficiency, as well 
as mitral stenosis (a long rumbling diastolic murmur 
at the mitral area with presystolic accentuation, heard 
best with the patient lying on her left side), and a 
mitral systolic murmur of moderate intensity. The 
mitral first sound was accentuated but most striking 
was a very loud second heart sound at the pulmonic 
area, denoting a high pressure in the pulmonary 
artery. A forceful thrust could be felt over the mid- 
precordium on systole. The patient’s blood pressure 
was 112/72 and there was no discernible pulsation 
in the retinal arterioles. 

Cardiac fluoroscopy and films showed selective en- 
largement of the right ventricle, the left atrium and 
the pulmonary artery. Vascularity of the lung fields 
was increased and the “Beta lines of Kerley” (indica- 
tive of increased pressure in the pulmonary veins) 
were present near the costophrenic angles. The in- 
dentation of the barium-filled esophagus by the left 
atrium was observed to be of the high, short, “cup- 
like” configuration seen commonly in mitral stenosis, 
as contrasted to the long, sweeping configuration 
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ascribed to mitral insufficiency. No hypertrophy of 
the left ventricle nor any intra-cardiac calcification 
was demonstrable. 

Because mitral stenosis was believed to be the 
major limiting factor in this case, a mitral valvulotomy 
was performed. The valve orifice, estimated by pal- 
pation to be no more than 2 x 8 mm., was successfully 
opened by manual dilatation. Following this there was 
a marked decrease in palpable tension in the pul- 
monary artery which was greatly enlarged. A minimal 
regurgitant jet through the mitral valve was noted 
before and after dilatation, and a systolic thrill could 
be felt over the aortic valve. 

The patient’s postoperative course was uneventful 
except for transient atrial arrhythmias. When dis- 
charged from the hospital two weeks after surgery 
her rhythm was regular and the angina pectoris had 
not recurred. Two months later she was reported to 
have remained free of both congestive failure and 
angina, to be gaining weight and resuming physical 
activity. 

The electrocardiogram illustrated is one made pre- 
operatively with the patient at rest. 
Electrocardiogram—The rhythm is a regular sinus 
one at a rate of 88 with a normal P-R, QRS and Q-T 
intervals. A ventricular ectopic beat is seen in Vs 
and these were frequent in the complete tracing. The 
P waves, while not grossly abnormal, are unusually 
prominent in several leads. Axis of the QRS com- 
plexes is vertical, with the deflections almost entirely 
negative in leads from above (aVR and aVL) and 
positive in aVF below. 

Late R and R’ waves in the right precordial leads 
denote delayed activation of a portion of underlying 
ventricular muscle, presumably of the right ventricle, 
consistent with hypertrophy. Apparently there is no 
appreciable left ventricular hypertrophy for the in- 
trinsicoid deflection of the R wave of the normally 
conducted beat of V. is not delayed. Polarity of the 
T waves is reversed in most leads (upright in V; and 
AVR, diphasic or inverted in most others) and some 
of the inversions resemble those of digitalis effect. U 
waves are conspicuous throughout. 

The degree of displacement of S-T segments—more 
than 2 mm. depression in Vs and Vs, with some re- 
ciprocal elevation in the right sided leads aVR and 
V.—is greater than one might expect from digitalis 
alone and decreased to less than 1 mm. in the post- 
operative electrocardiograms. 

Discussion—Had it not been for the electrocardio- 
graphic and roentgenographic evidence of right ven- 
tricular predominance with little or no hypertrophy 
of the left ventricle, this patient could not have been 
seriously considered for mitral valvulotomy. Her 
rheumatic heart disease was known to involve both 
aortic and mitral valves, each with some degree of 
stenosis and insufficiency. All except the mitral sten- 
osis would be conducive to left ventricular hyper- 
trophy. Additional deterrents to surgery were the ad- 
vanced congestive failure, the cachexia and the 
anginal syndrome of uncertain significance. The fact 
































that the left ventricle was not appreciably enlarged 
nor the pulse pressure altered indicated the limiting 
factor in this patient’s case to be the mitral stenosis, 
an assumption borne out by the evidences of increased 
pressure in the left atrium, the entire pulmonary cir- 
culation and the right ventricle. Fortunately the 
lesion most amenable to surgery was the weakest link 
in the chain, the stenotic obstruction at the mitral 
valve. 

Angina pectoris has been variously estimated to 
occur in 8-10% of cases of mitral stenosis. Its mechan- 
ism is obscure but perhaps the most plausible theory 
is that it arises from compression of the left coronary 
artery between the enlarging left atrium and pul- 
monary artery. Were the angina due to a concomitant 
lesion of the aortic valve it would not likely disappear 
following mitral commissurotomy, and if due to cor- 
onary atherosclerosis it might actually be made worse 
by restoration of normal filling and work load of the 
left ventricle. A possibly analogous situation is the 
occasional association of hoarseness or aphonia with 
mitral stenosis, ascribed to compression of the left re- 
current laryngeal nerve against the aorta by a dis- 
tended pulmonary artery. Certainly the $-T abnormal- 


188 THE JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 

















ities in this tracing are consistent with coronary in- 
sufficiency which seemingly was reversible. 

Acknowledgement: I am indebted to Drs. L. E. 
Davison and Jim Adams for follow-up reports on this 
patient’s postoperative course. 


Pathological Conference 


J. R. Paut, M. D. — H. R. Pratr-Tuomas, M. D. 
Present Illness: This was the first admission of a 
3% year old colored girl to the Medical College Hos- 
pital on May 25, 1959. Onset of present illness began 
three days prior to admission with elevated tempera- 
ture followed by weakness of the right lower ex- 
tremity on the same day. Seen by a physician the 
following day and found to have paralysis involving 
both lower extremities. She was hospitalized on the 
next day at Beaufort. Spinal fluid examination showed 
globulin 2+, 132 WBC (127 lymphs); 165 RBC. 
White count was 9,500, Hgb 12.4 grams, normal 
differential. During hospitalization at Beaufort de- 
veloped ascending paralysis and generalized weak- 
ness. Therapy consisted of Combiotic 1 ml. q 12 h. 
Child has had persistent abdominal distention since 
admission to that hospital. 

Past history revealed full term spontaneous delivery 
by midwife at home; birth weight not recorded. In 
good health up until present illness. No immuniza- 
tions, no allergies. 

Family history was non-contributory. 

Physical examination showed a poorly developed, 
poorly nourished colored girl lying flat and unable to 
sit. Flaccid paralysis of lower extremities; able to 
move upper extremities slightly. Unable to raise or 
support head. The head was negative and the chest 
symmetrical. Occasional rales were heard in both 
lower lobes. The abdomen was slightly distended; no 
organs or masses palpated. No cardiac murmurs. 
Blood pressure 110/60 mm. Hg. There was flaccid 
paralysis of lower extremities with marked weakness 
of upper extremities. Superficial reflexes were absent 
as well as patella and achilles reflexes. Biceps and 
triceps 1+. Marked head lag and unable to support 
body. No sensory deficiencies could be detected. 
Course in Hospital: Gradual progression of ascending 
paralysis. Periodic fluoroscopy chest showed increasing 
weakness of leaves of diaphragm and on May 29 the 
patient appeared more toxic. Pneumonitis thought to 
be setting in and tracheostomy performed. Placed in 
respirator. On May 31 rales left chest heard; started 
on erythromycin. Short time later patient suddenly 
cyanotic; spontaneous respirations ceased, pupils wide- 
ly dilated. Pronounced dead that afternoon. 
Laboratory Work: Urinalysis normal. CBC May 25 
Hgb. 14.5 gms., RBC 5.3, WBC 8,700 Polys 56 (1 
non-fil), lymphs 35, mono. 5, eos. 4. Sickle cell 
preparation neg. VPC 47. Spinal Fluid: Opening pres- 
sure 110 cloudy, xanth. +, WBC 154 (polys 37, 
lymphs 62) erythrocytes 537 (98% cren); Sugar: 55 
mg/100 ml. Cl. 720 mg. Total protein 45 mg. Spinal 
fluid smear & culture negative for acid fast bacilli. 
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Throat culture: negative. ECG: Lt. axis, otherwise 
normal. Tuberculin (PPD) negative. Feces negative 
for virus. 

Dr. Paul (conducting): Mr. Johnson, please give us 
your analysis of this case. 

Student Charles Johnson: This is a fulminant case of 
about nine days duration whose chief clinical mani- 
festation was that of increasing paralysis. My working 
diagnosis is poliomyelitis. The spinal fliud findings of 
increased protein with 154 cells showing a _pre- 
ponderance of lymphocytes is consistent with this 
diagnosis. The most important disease which must be 
differentiated is Guillain-Barre’ disease or Landry’s 
paralysis. The protein-cell disassociation in the cere- 
brospinal fluid is the most important laboratory finding 
in Guillain-Barre disease and is not present in this 
case. This disassociation also occurs in post-diphtheri- 
tic polyneuritis and certain metabolic neuropathies, 
but as we do not have this finding nor any history to 
support these other diagnoses they may be dismissed. 
The lower motor neuron lesion with flaccid paralysis 
is fitting to poliomyelitis, except that the speed, sym- 
metry of involvement and rapid ascension of the 
paralysis is not characteristic of poliomyelitis. The 
absence of any sort of infection prior to the present 
illness and the presence of fever are more in favor 
of poliomyelitis than Guillain-Barre disease. The total 
lack of any sort of paresthesia militates strongly 
against Guillain-Barre and is much more character- 
istic of polio. I found the blood in the spinal fluid 
bothersome and considered hematomyelia. There is 
no history of trauma and the paralysis was an ascend- 
ing one, so that I was forced to conclude that the 
blood indicated a traumatic tap and was of no sig- 
nificance. 

Dr. Paul: Mr. John Dunlap, do you agree with this 
discussion or have any other suggestions? 

Student Dunlap: I am in agreement that this is most 
likely poliomyelitis. Heavy metal poisoning by a sub- 
stance such as lead might be considered, but I doubt 
that it would be this devastating in course and out- 
come. I am sure the child was carefully searched for 
a tick as tick paralysis could follow this course, but 
the spinal fluid would be normal. Porphyria can pro- 
duce severe neurologic disorders, but there is no story 
of abdominal pain, light sensitivity or skin eruption. 
I would say that this is most likely poliomyelitis. 

Dr. Paul: Can anyone give the reason for doing a 
tracheostomy on this child? 

Student Arthur Hutson: It was done to prevent the 
aspiration of oral and pharyngeal secretions in a pa- 
tient who might not be swallowing properly. This 
might be a particular hazard when subjected to the 
negative pressure of the respirator. Furthermore this 
patient has diaphragmatic and _ thoracic cage 
paralysis and the bronchial secretions will accumulate 
and produce atelectasis unless they can be system- 
atically aspirated without resorting to intubation on 
every occasion. 

A student: It seems to me that this child’s blood 
pressure is elevated and that this might be a response 
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to hypoxia produced by extension of the disease to the 
bulbar centers. 


Dr. Paul: The diagnosis of poliomyelitis may be 
difficult to make, particularly if a given case does not 
occur in an epidemic setting. Milder cases and non- 
paralytic ones, may of course be even more of a 
diagnostic problem. This case was very severe and, 
if this is poliomyelitis, we were misled by the rapidly 
progressive symmetrical paralysis. We thought that 
the case represented infectious neuronitis or Guillain- 
Barre disease. 


Dr. Pratt-Thomas: Diagnosis: Acute poliomyelitis of 
spinal cord and bulbar region. 

Although this disease was clearly recognized dur- 
ing the latter part of the eighteenth century the first 
good description was made in 1840 and the first 
account of an epidemic of any magnitude was re- 
corded in 1891. It is believed that the disease is an 
ancient one, but its pattern of occurrence has changed 
during the 19th and 20th centuries so that it has been 
transformed from an endemic to epidemic disease. 
The age incidence has also changed so that it now 
more commonly affects children about five years older 
than those formerly attacked. The term “infantile 
paralysis” is losing its significance not only because 
of this shift to older children, but also because many 
adults are now its victims. The disease is spread by 
human contact but the exact mechanism of its trans- 
mission are controversial. It is hoped that it has now 
begun its decline and joined such respected human 





Isocarboxazide: A new antidepressant drug. R. B. 
Ford, H. E. Branham and J. J. Cleckley. Clin. Med. 
6:1559, Sept. 1959. 

Isocarboxazide (Marplan)(R) an analog of ipron- 
iazid (Marsilid)(®) was found to be 6 to 30 times as 
potent an inhibitor of amine oxidase as iproniazid in 
various laboratory studies. This inhibition of amine 
oxidase is believed to be the chief mode of action of 
this group of antidepressant drugs. 

This study included 28 patients with various forms 


adverseries as syphilis, bacterial infections, malaria 
and tuberculosis in their march toward oblivion. The 
pathologist is more fortunate than the clinician in 
that he is able to make a definite diagnosis without 
difficulty. This may be done in spite of the fact that 
there are no inclusions which are pathognomonic of 
the disease. 

Grossly there are no characteristic lesions of. polio- 
myelitis and microscopically there are no distinctive 
lesions outside the central nervous system. In this case 
the only gross abnormality that could be found were 
areas of atelectasis, most marked in the right lung. 
Nothing could be seen in the brain or spinal cord. 
Microscopically, however, it shows the hallmark of 
all viral disease of the central nervous system, namely, 
prominent lymphocytic vascular cuffing. There is 
extensive destruction of the neurones of the anterior 
horns with conspicuous macrophagic or gitter cell re- 
sponse. This neuronal damage extends up into the 
medulla, pons and roof of the fourth ventricle. The 
virus does not react with myelin, neuroglia or vessels. 
It affects only neurones. The anatomic distributions of 
the lesions, and their relation to neuronal destruction 
provides a picture that is found in poliomyelitis alone. 
It involves only certain pontine and medullary nuclei. 
The cerebellar hemispheres and the cerebral cortex 
except for the motor and premotor areas are spared as 
are the optic nerve and any of the other association 
areas of the cortex. This case then on the basis of 
neuronal destruction and anatomic distribution of the 
lesions is unequivocally poliomyelitis. 





of depression commonly seen in a general office prac- 
tice. The patients were followed for 3 to 6 months and 
an excellent result was obtained in 13 patients and a 
good result in 12 patients. In the other 3 patients 
there was either slight or no improvement. The start- 
ing dosage was 20 mgs. to 30 mgs. with reduction to 
10 mgs. or 20 mgs. as soon as improvement was noted. 
The only significant side effect was moderate relative 
hypotension in 4 patients which did not necessitate 
withdrawal of the drug. 
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PRESIDENT’S PAGE 


The beauty and the strength of a lasting edifice depends upon the quality of the material 
with which it is built. The presence of a defective block in the structure of a building mars its 
beauty and undermines its durability. Similarly, a strong, serviceable State Medical Associa- 
tion is dependent upon the interest and integrity of its components—the County Medical So- 
cieties. The South Carolina Medical Association must not look to the American Medical Asso- 
ciation to do its thinking. Similarly, the physicians whose county societies make up the South 
Carolina Medical Association, should not look to the State Association to tell them what to 
do. Actually, it has to be the other way around. 


The local County Society is the most important unit in the South Carolina Medical Asso- 
ciation. It is only at this level that problems which affect the individual physician in his particu- 
lar locality can be met with and discussed. If these problems can not be solved on the local 
level, they can be carried to the State Association where they will receive the benefit of the 
thinking of all the counties and, similarly, on to the American Medical Association if neces- 
sary. 


Often we have heard the question “Why does the American Medical Association take such 
and such a stand, or why does the South Carolina Medical Association say so and so?” The 
answer, of course, is that the American Medical Association as such, does not take any stand. 
It is the majority vote of the delegates from the individual State Associations making up the 
American Medical Association, which determines its policy. Similarly, the South Carolina Med- 
ical Association takes no stand. The policies of the South Carolina Medical Association are 
those which are arrived at by majority vote of the delegates from the individual county so- 
cieties. 


The County Society is all powerful. No physician can belong to the South Carolina Medi- 
cal Association, or the American Medical Association, without first having been elected a 
member of his local county society. The reason for this is clear — the local county society 
is in a better position to know and to judge the qualifications of a man who seeks mem- 
bership in our medical organizations than any other party. Similarly, discipline must be 
taken on a local level. The South Carolina Medical Association has no right to expell a member 
unless that recommendation comes from the local county society. It is true that the South 
Carolina Association has set up a mediation committee where complaints might be aired 
through an impartial board if the local society so desires. However, many local societies have 
their own mediation committees. The ethics of the profession, the public relations of all doc- 
tors in the State depend on how these things are handled at home. 


In the past few years the South Carolina Association has had occasion to call on the county 
units for help in the resolution of problems which have developed on a statewide basis. The 
fact that we have been successful in these efforts is proof of the power which lies in the county 
societies. Without the support of the individual county delegations, which support is directly 
in response to appeals by these local county societies, the problems which we have faced in 
the State Legislature would have been much more trying and in many cases we would not have 
succeeded. 


In taking over the job as President of the South Carolina Medical Association, I am 
deeply cognizant of the honor which has been bestowed upon me. No one realizes more than 
I do that I was not elected by a State organization as such, but by the membership itself— 
representing each county in the State. 
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My purpose for the coming year is to be one of full cooperation with the county societies. 
My aim during the coming year will be to meet with each individual society during that time. 
When regular meetings are not convenient, it will be my endeavor to meet with the groups 
in informal breakfast, or luncheon gatherings as seems most suitable for a particular area. 
At these meetings I would hope that a full discussion of medical questions could be carried 
out and all questions answered and clarified. Clarification of ideas means that stronger pro- 
grams will develop. Many subjects come to mind about which there are always areas for dis- 
cussion. 


Among them are: (1) On Public Relations Program. 
2 


) Civil Defense. 
) 


State Legislation concerning Osteopaths, Optometry Blood Banks, 
etc. 


(4) Blue Cross and Blue Shield. 
(5) Health Legislation for the Aged. 


oo 


(6) The Benevolent Aid Society for Indigent Physicians and _ their 
families. 


(7) Medicare. 


(8) The State Insurance Program. 
(9) Permanent home for the Association. 


And many others. 


It is my desire to have each county in the state fully informed on all matters which pertain 
to the State Association as a whole, and I want to be fully informed on all of the problems 
which involve the local counties. In this way we can be of real service to each other. 


In closing, I would like for you to remember: In so far as medical affairs are concerned, 
your local County Medical Meeting is the most important meeting that you can attend. 


Joseph P. Cain, M. D. 
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CONCERN FOR THE AGED 

The last of a series of regional conferences 
on aging sponsored by the A. M. A. was held 
in Baltimore March 30-31, 1960. Previous to 
that time an areal conference comprising the 
states of Alabama, Florida, Georgia, North 
Carolina, Tennessee, and South Carolina was 
held in Atlanta March 7-8 and was attended 
by a number of representatives from South 
Carolina and from the South Carolina Medi- 
cal Association particularly. While the pro- 
gram was inclusive of various “disciplines” 
and somewhat replete with “challenges”, it 
offered an excellent survey of the situation 
of aged people and of current efforts to make 
their situation comfortable and secure. There 
was no exposition of the need for govern- 
mental provision; indeed the dirty word 
“Forand” was mentioned only once and 
casually dismissed. 

It was said that the problems of the aged 
are essentially the same in quality but tre- 
mendously multiplied in quantity. One 
speaker thought that we had built a false 
image of old age; that we need new attitudes 
and new opportunities to afford the quality 
of dignity and the privilege of participation 
to old people. There was a general frown of 
disfavor upon mandatory retirement at a fixed 
age. Local concern, not federal care, was 
emphasized as desirable and the only practical 
approach. The obligation of the churches and 
the educational system was mentioned. De- 
pendence on federal provision would destroy 
family and community responsibility and in- 
itiative. 

There was much discussion of the available 
neans for improving the lot of the aged, such 
is home care programs, rehabilitation, nursing 
1omes, home making services, shortening of 
\0spital stay. Favorable reports were made 
m actual applications for these services in 
nany places, and it was believed that they 
vould become more and more extensive as 
nore concern develops for the problem. 

Correlation of the numerous groups inter- 
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ested in the problem of the aged was con- 
sidered to be essential. Organized medicine 
represents only one element. State programs 
are active in many places, for example, in 
South Carolina. The Committee on the Aged 
of the South Carolina Medical Association 
participates in the activity of a Joint Com- 
mittee of various interested organizations, 
now headed by Dr. William Cochran of 
Spartanburg, and works with the Governor’s 
Committee through the activities of the Joint 
Committee. 

It was noted that age and poverty were not 
synonymous; that the later years often 
afforded the best bracket for possession of 
liquid assets. With years added to life it is 
essential to add life to these years—occupa- 
tion, education, dignity, responsibility, recrea- 
tion, hobbies—all of which should be planned 
in advance. The great growth of prepayment 
plans of health insurance promises tremendous 
help to the group. 

The tone of the conference was distinctly 
optimistic and the feeling appeared to be 
profound that the provision for the aged was 
a local do-it-yourself job, not a matter to be 
botched paternalistically and bureaucratically. 


THE MEDICAL CAINS 

The South Carolina Medical Association 
seems to pick presidents with well established 
medical backgrounds. This phenomenon has 
been noted here before. Now again we find 
that Dr. Joseph P. Cain our new chief officer 
has come honestly by his choice of occupa- 
tion and his distinction in his profession. 

Dr. Cain’s grandfather, Dr. Joseph Palmer 
Cain, was born in St. John’s Berkeley and 
graduated at the Medical College in Charles- 
ton. At the outbreak of the Civil War, he vol- 
unteered and entered the 10th Regiment. De- 
siring more active service, he resigned from 
his post and served as a volunteer aide on the 
staff of General A. M. Manigault through the 
bloody campaigns of the Army of Tennessee. 
Later he reentered the Army as a surgeon, was 
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captured in Virginia, imprisoned on a ship, 
exchanged, and returned to the Army. After 
the War he practiced medicine in St. John’s 
Parish until his death in 1903. 

Dr. D. J. C. Cain was another prominent 
member of the family. He was a teacher, 
writer, editor, and practitioner, carrying out 
the first function in the Charleston Prepara- 
tory Medical School and the Medical College 
of the State of South Carolina. He contributed 
frequently to the Southern Journal of Medi- 
cine and Pharmacy, published in Charleston, 
and in 1850 became editor along with Dr. 
S. P. Porcher. He wrote for the Transactions 
of the A. M. A. (he was a delegate in 1850) 
and was active in the organization and prog- 
ress of the South Carolina Medical Associa- 
tion. With Dr. J. J. Chisolm he conducted a 
hospital for negroes at 4-6 Wilson Street in 
Charleston. He spent his latter years in Ashe- 
ville, North Carolina. 


Dr. Joseph Cain is a nephew of Dr. Francis 
G. Cain, well known surgeon of Charleston, 
two of whose sons, Dr. James Cain and Dr. 
William Cain are Doctors of Medicine. 

The medical tradition seems to be attached 
to the genes of the Cain family. 


WASHINGTON DID NOT SLEEP HERE 


At the time of this writing, the Forand Bill 
seems to be probably a temporarily comotose 
issue. Having been voted down by Committee, 
it is not likely to be able to muster the large 
number of signatures from the House mem- 
bers which would be required for a considera- 
tion by Congress. Whether the effort which 
was made by members of the medical profes- 
sion and their various organizations was re- 
sponsible for the temporary blocking of the 
Bill is not clear, but certainly the effort was 
worthwhile and the pressure on Congressmen 
must have been considerable—strong enough 
to counteract that which had been applied by 
labor and other organizations for the passage 


of the Bill. 


It is quite possible that by the time this 
editorial is published there may have been 





major developments and unexpected changes 
which may have modified an old picture con- 
siderably. The Kennedy proposal which has 
been somewhat overshadowed by the Forand 
Bill is still to be heard from, and in its 
original form it was even more inclusive and 
more objectionable than the Bill which has 
just been put to sleep. Other legislation simi- 
lar to the Kennedy proposal has been already 
advocated, and no doubt since the Forand 
effort has not been successful there will be 
other approaches to accomplishing the same 
objectives. The Administration Bill which 
Secretary Flemming has announced he has in 
preparation is said to be of a different type, 
not corresponding to the propositions urged 
by Forand. How far this one will go is still a 
question, as there has been little indication of 
exactly what is in the mind of Mr. Flemming. 
The crystal ball is not very clear as to what 
the situation will be by mid-May when this 
appears in print. Whatever it may be, it will 
probably require considerable effort and con- 
stant vigilance on the part of the profession to 
forestall any objectionable type of legislation, 
such as most of the likely proposals will be. 


THE AMA TO MEET 


There is probably nothing in the world like 
the Annual Meetings of the American Medi- 
cal Association in size, content, and in ac- 
complishment. The time has come around 
now for the 1960 meeting which will be held 
in Miami Beach, Florida, June 13-17. 


The Association is of the opinion that the 
location is ideal for the doctor and his whole 
family and certainly the scientific program 
offers an outstanding postgraduate oppor- 
tunity. There is something for everybody, and 
the range is wide. 

In this issue of The Journal there are several 
advertising announcements concerning the 
meeting. They indicate cnly a few of the 
choice presentations which will be available. 

Attendance at one of these meetings is an 
experience valuable to everybody and one 
which will not soon be forgotten. 
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TALK TO THE ANNUAL CONFERENCE 
OF SOUTH CAROLINA COUNTY 
MEDICAL SOCIETY 
PRESIDENTS AND SECRETARIES 
JERE W. ANNIS, M. D. 
Lakeland, Fla. 

Columbia, South Carolina 
February 28, 1960 


It is certainly a pleasure to be with you today. Such 
meetings as this have been invaluable to us in Flor- 
ida, and we propose to continue them, as I trust you 
do. It is because I believe so sincerely in their 
effectiveness that I was happy to accept Jack 
Meadors’ kind invitation to come up here today and 
speak with you, briefly, about the responsibilities of 
County Medical Society Officers. I am indebted to 
you for your invitation and your hospitality. 

I will ask you to please remember that the senti- 
ments expressed by me, and the suggestions made, 
are based entirely upon the situation as I know it in 
Florida. Much of this may not be applicable to you 
in South Carolina, but I have the feeling that there 
is, to a large extent, a common denominator for our 
problems. The fact that you are gathered together 
here today is, in itself, evidence that you are cog- 
nizant of the fact that there is still much work to be 
done in the field of improving communications and 
performance amongst the medical profession, and in 
strengthening professional and public relationships. 
This, I believe, is an excellent way to accomplish your 
goal. Certainly the interchange of ideas at such a 
meeting and the explanation of the modus operandi 
of the State organization and its relationship to the 
County groups cannot help being of real benefit to 
you as Officers of the County Societies. 

Our Medical Association—and I am sure, yours— 
is getting to be a good-sized business. We handle con- 
siderable sums of money. We own real estate and 
equipment. We have investments—and we are con- 
stantly engaged in state-wide and national business 
of considerable importance. Hence, the means of 
communication between those individuals charged 
with conducting this business and the remainder of 
the physicians in the state, is becoming more and 
more important. I am sure that this meeting will make 
your job as an officer of your County Medical Asso- 
ciation easier. 

And now, let me return to my subject—the re- 
sponsibilities of a County Medical Society officer. As 
a past president and secretary of a County Society, I, 
of course, feel eminently qualified to do this! Like all 
ex-officers, I am able, with the utmost ease, to gaze 
back at my own tenures of office, conveniently fading 
out all the disastrous, embarrassing and ill-conceived 
moments—and focusing sharply on only those few 
minor successes that occurred coincidentally with my 
terms. This is the prerogative of an “Ex”—just as it 
is his somewhat boring obligation to give to his suc- 
cessor advice which he himself failed to follow, and 
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to answer problems which he failed to recognize. I 
am no diflerent from the rest. Yet, the responsibility 
of the County Medical Society is a problem in which 
my interest continues. And so we can perhaps discuss 
it together, since it is my problem—and yours—and 
indeed that of every physician in organized medicine. 

You, gentlemen, are the acknowledged leaders of 
medicine in your communities. You stand in the posi- 
tion of being able to influence the future course of 
our profession—more than anyone else. Upon your 
shoulders rests the responsibility for the proper ex- 
ecution and direction of the strategy through which 
this team of South Carolina physicians can coopera- 
tively perform its best and most effective efforts for 
mankind within the public arena. Certainly it is the 
responsibility of the individual County Medical So- 
ciety to make certain that its members attain and 
sustain—the highest possible professional standards— 
the highest medical ethics. This is one of the foremost 
and traditional of our avowed purposes. It is one 
which our members accept almost universally, and 
one in which they wholeheartedly cooperate. It is 
self-evident. 

But your County Society has an additional—and 
a no less important duty—in its responsibility to pro- 
mote active coordination and leadership in all the 
health activities of your community—to see to it that 
capable and articulate representatives of the medical 
profession are on the boards—the committees—the 
councils—which initiate, direct or control any com- 
munity activity relating to health. Your city—your 
county—has a right to expect this highly-specialized 
advice and leadership from you. It is your duty not 
only to provide it upon request, but to unselfishly 
proffer it in anticipation of such a request. 

Furthermore, you have, it seems to me, the re- 
sponsibility of instilling into your individual members 
their too-often-forgotten responsibility as citizens and 
as members of the non-medical community. You have 
the responsibility of encouraging your physicians to 
take an active part in local, state and national political 
problems, to raise their voices in protest at ineffective 
or dishonest administration, and to share freely with 
their neighbors their information—their thoughts— 
and their philosophy on current community problems. 
You have the obligation, in short, to remind them 
frequently and convincingly that they are citizens as 
well as physicians—and you have the responsibility, 
too, of erasing the often unpleasant stigmata that 
cling to members of our profession who honestly. and 
sincerely offer to share their talents, their time, and 
their convictions in positions or on issues of public 
interest. You have the responsibility of reminding your 
colleagues that they have a right, and indeed an ob- 
ligation, to be interested in and informed upon cur- 
rent political issues, and that intellectual isolation in 
our professional life is neither admirable, nor courag- 
eous. It is your job to remind us that we are members 
of a community—of a State—and of a Nation—as 
well as of a great profession; and it is your job to help 
make us the unselfish, dedicated, ethical and intel- 
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ligent individuals that we smugly believe ourselves to 
be. To do this, and to keep the respect—the friend- 
ship— and at times even the speaking acquaintance 
of your colleagues, is something of a task. 

Then, beyond all this, beyond the responsibility for 
improving the basic product, if you will, you have the 
additional responsibility of providing a positive and 
constructive program that will ensure the advancement 
of our profession, scientifically, socially and civically 
within the community. You have the responsibility of 
developing a public relations program that will sell 
this product, in its most desirable light, to the men 
and women with whom you are in daily contact. This 
public relations program is an important charge in- 
volving an unending bilateral struggle to ensure 
proper performance by the individual members of 
your Society, and proper understanding and apprecia- 
tion of this effort by the community at large. 

It is your duty to weld the individual physicians in 
your community into a strong, cohesive, highly-ethical 
professional unit, which not only performs daily its 
dedicated services to humanity, but which also takes 
an active and forcefully directive part in the extra- 
medical problems which confront us all as citizens 
in this ever-changing world. 

It is your duty to keep this unit favorably repre- 
sented to the public in whose midst it exists, by mak- 
ing known its many virtues and its dedicated service; 
and it is further your duty to keep this unit apprised 
of the thinking, the decisions, the policies, the pro- 
grams and plans of the parent organization, the South 
Carolina Medical Association, and of the national 
confederacy of which it is a part, the American Med- 
ical Association. In this way, your members may intel- 
ligently study the problems, and help to compound 
the answers, which will establish state and national 
policies that will direct our course through the 
troubled seas ahead. 

Finally, it is your duty to keep yourself informed 
upon your Blue Shield organization, and to make your 
constituents in your County Society fully aware that 
this is their plan. It is essential that you, as the 
leaders, and they as the members, of the medical pro- 
fession in this State, be fully conversant with the 
Blue Shield policies which are being offered through- 
out South Carolina. If these policies are not adequate 
and effective; if they are not competitive and accept- 
able, then you, the directors of the Medical Service 
Plan, should make them so. Yours is the responsibility 
to be intelligently and comprehensively informed, not 
only upon the problem which faces the low income 
patient, but of the solution which you collectively 
have offered through your Blue Shield plans. 

This organization is truly your shield against many 
of the diverse ills which beset the Medical Profession. 
It behooves you to keep that shield strong, bright, 
shining, and to know how to use it. This, too, comes 
within the province of your responsibilities. 

The importance of all this—and the dire results 
which will surely ensue if you fail to live up to 
these—your duties and your obligations—were im- 


pressed upon me most seriously as I traveled about 
our State last year. The apathy which I found, and 
the indifference which I encountered, as well as the 
laxness of civic, moral and ethical standards which 
were too often evident, were responsible for the fact 
that I requested our House of Delegates to remain in 
Executive Session at the end of our annual meeting 
last May, in order that I might try to communicate 
to them my deep feelings on this subject. What I 
said then came as a culmination of recent events and 
recent experiences. To me, at that time, it was burn- 
ing, vital and all-important. Since it is always difficult 
to successfully recapture a mood and adequately re- 
phrase one’s convictions at a remote and perhaps less 
emotional date, I should like to take the liberty of 
concluding this talk with a recording of those very 
brief remarks made last May at The Americana Hotel, 
in Miami Beach, at the conclusion of our annual 
session. After this I have done. 
March 19, 1960 

REPORT TO THE PRESIDENT OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 
concerning the writer’s attendance at Brooks Army 
Medical Center, Ft. Sam Houston, San Antonio, Texas, 
February 15th through 19th, 1960. 

“MANAGEMENT OF MASS_ CASUALTIES 
COURSE”: As a member of the South Carolina Med- 
ical Association group on State Civil Defense, I was 
asked by their president to attend the above course 
on the management of mass casualties. This identical 
course is put on by the Brooks Army Medical Center, 
Ft. Sam Houston, San Antonio, Texas and is sched- 
uled every other month throughout the year. The 
course attended by the writer was February 15-19th 
inclusive, and was the sixth session instituted by the 
Medical Center. 

In attendance there were 128 men and women, 
either physicians representing the medical aspect or 
nurses representing the nurses interest or hospital 
personnel representing the Disaster Committees of 
various hospitals or Civil Defense directors repre- 
senting the combined and unified Civil Defense plan 
for various states. These representatives were literally 
from all over the country, including a representative 
from Alaska, one from Puerto Rico and others from 
nearly every state in the union. The great majority of 
those in attendance were Army, Navy, Air Corps, and 
Marine reservists who had some comparable Civil 
Defense job with their various state organizations. 
Some represented kindred or related medical profes- 
sion such as dentistry or veterinarians or members of 
the various disaster plans of large hospitals through- 
out the nation. In addition to these in regular at- 
tendance for the full five days, there was the complete 
junior and senior class from the Texas Medical School 
in attendance for the final day which consisted of a 
full day of practical demonstrations of what had been 
taught the previous four days. This last day, called 
“Operation Blow Up”, was truly the cream of the 
entire course and without exception we all were 
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amazed at the Army’s ability to put on a demonstra- 
tion of this magnitude which was so clearly viewed 
and which dealt with every phase of the previous 
four days subject matter—this day, alone, was well 
worth the time, effort and expense of every concerned 
and farthinking doctor in South Carolina to attend. 
It is my understanding that a real effort will be made 
to have the junior and senior classes of all Medical 
Schools in the nation to attend this day at one of the 
future courses. 

All of us arrived at Ft. Sam Houston on February 
14th and were assigned regular army quarters. We 
used the regular army dining facilities and were given 
cards allowing us to use the facilities of the PX, 
Officers’ Club, etc. throughout Brooks Army Medical 
Center and Ft. Sam Houston. 

The following morning sharply at 7:30 there was 
a complete assembly, a short welcoming address by 
Major General Wm. E. Shambora, Medical Corps 
Commanding General, followed by a quick outline 
of what was to follow given by the officer in charge 
of the program, Col. Frank A Neuman, Chief of 
Nuclear Warfare and Casualty Studies. And then 
classes began in full earnestness. Our classes con- 
sisted of various illustrated lectures given by the 
teaching personnel of Brooks Army Medical Center 
but included explanatory and illustrated lectures by 
the Corps of Engineers, Artillery, Infantry, Armored 
Divisions, Chemical and Biological Warfare and the 
Veterinary Service. 

The planning and execution of these courses as well 
as the final demonstration day was designed to bring 
up-to-date the Medical Corps’ concept of handling 
mass casualties, both with and without the advent of 
nuclear warfare. In order to do this it was necessary 
that civilians such as myself have some smattering of 
the tactical situation that would be necessarily dealt 
with by the foot soldiers, both offensively and de- 
fensively that would result in the mass casualties to 
be treated and handled by the Medical Corps. We 
were then given the concept of treatment in the nor- 
mal warfare and then the concept of its immediate 
change-over to a method of handling a much different 
type of casualty and tremendously expanded number 
of casualties resulting from nuclear warfare. The 
civilian medical and paramedical groups are, of course, 
primarily interested through Civil Defense in the 
handling of mass casualties resulting from nuclear 
warfare. 

Our final day of training was “Operation Blow-up”. 
This was held at a training area about thirty miles 
away from Ft. Sam where we were all taken in busses 
and seated in bleachers overlooking a large section of 
the training area. At this point the commanding officer 
explained by maps and drawings exactly what we were 
to see in the distance and it was set up to simulate 
a small attacking force against a small enemy instal- 
lation which called for the explosion of two very 
small sized nuclear bombs. The tactical situation also 
called for Maypom bombs delivered by jet air craft. 
Once this explanation had been completed the word 
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was given and “hell broke loose”. It was amazing how 
clear the progress of the simulated warfare could be 
followed and the simulated atomic explosions were 
just as seen in the newsreel. The casualties could be 
seen being brought back by stretcher and jeep, then 
heliocopters came in almost at ground level, picked 
them up and moved them back out of sight. 

Once this operation was over the entire group was 
moved to another set of bleachers about four or five 
miles distant which represented a “sorting station” 
and in the meantime the “casualties” had also been 
brought back to this area. This station illustrated more 
than any other the massive amount of time and effort 
that the Army Medical Corps had gone to to make 
this program realistic. Here each casualty (and there 
were about 250 of them) was as realistic as you would 
expect to find on a battle field except for flowing 
blood. Each wound had been doctored up with clay 
and paints to represent the actual injury and these 
injuries ranged from thermonuclear burns that were 
represented by large bullae over the entire posterior 
surface of the body to one traumatic amputation that 
was as realistic as I have ever seen. Others had tree 
limbs apparently driven into the chest wall, one had 
a facial wound with an ear torn away that made you 
think that this fellow had gotten in there by mistake, 
that he really was hurt, and needed immediate at- 
tention. 

The point, however, of this particular demonstra- 
tion was to show just what the commanding officer 
did at this point. His job was to view the injuries and 
classify them according to severity of injury and prog- 
nosis—minor wounds requiring no medical aid other 
than self-care or “buddy-care” or emergency atten- 
tion, those which required some emergency procedure 
necessary for lifesaving. The third classification was 
delayed treatment consisting of those who would re- 
quire prolonged hospitalization and the last category 
was expectant, those cases that were apparently 
critically injured and not likely to survive. The 
casualties were to be moved in that order, one, two, 
three, and four as conveyance was available. 

Next, we were transferred by bus again to the hos- 
pital areas where we again found the same casualties 
had arrived before us and had been separated into the 
various units corresponding to the type of treatment 
indicated. At this station it was just illustrated again 
which types of casualties were treated and the treat- 
ment facilities available for them. 

From a Civil Defense point of view it was en- 
couraging to hear the Army Medical Corps express a 
considerably changed view of the result of a pro- 
longed or all-out attack on this country by thermo- 
nuclear bombs. The early information we had con- 
cerning thermonuclear bombs was of the great danger 
of radioactive fall-out which would theoretically sweep 
the entire nation in a downwind direction and the 
Civil Defense people had indicated the necessity of 
ten to fourteen days shelter protection for preservation 
of life against such fall-out. It now seems that the 
likelihood of this is less great than before thought. It 
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seems tactically more important, for the production 
of the greatest number of casualties, to explode a 
nuclear bomb at a great height. This causes a wider 
ring of total destruction from point zero and less dust 
and debris or radioactive fall-out, whereas a ground 
burst or low burst causes a smaller area but far greater 
dust and debris and radioactive fall-out. It is felt that 
the high burst would therefore be tactically correct 
and used. Since the fall-out problem would be less, 
then it would likely not be necessary to prepare for 
longer than three to four days protection against this 
fall-out and in some areas of less intensity even a 
normal home could be an adequate shelter, depend- 
ing, of course, upon the intensity of the radiation. 


Again, from the Civil Defense point of view, it is 
felt that the major casualties would result from ther- 
mal burns and from direct radiation and, third, from 
injuries resulting from low velocity objects rather than 
high velocity objects such as would be made by a 
shell fragment or rifle bullet. 


Civil Defense preparation and disaster plans in this 
State are grossly inadequate due to many factors, the 
primary one being the excessive burden of cost and 
the fact that there has been no Civil Defense organiza- 
tion in this State, officially, until about one year ago. 
It is encouraging to know that we are now getting 
some organization in this State, but much more en- 
couraging to know that the Federal Government, and 
the Army Medical Center in particular, have devised 
and planned many programs for the survival of the 
civilian population. 





RECOMMENDATIONS 


1. Full participation, through M.E.N.D., of its plan 
to have medical and hospital personnel take the 
Mass Casualty Course. 

2. Cooperate with the Army Medical Corps in its 
plan to have all Junior and Senior medical stu- 
dents attend the Course. 


wy) 


Read the book “On the Beach”—or see the picture 
by the same name. 

Respectfully submitted, 

Charles R. May, Jr., M. D. 











NEWS 








Dr. J. Ralph Dunn announces the association of 
Dr. Perry Davis in the practice of medicine at 132 N. 
Washington Street, Sumter. 


A recent article in the Florence, S. C. Morning 
News cited Dr. William Luther Byerly, Sr. as “Pee 
Dee Man of the Year” for his 45 years of service as 
physician to the people of Hartsville. 

Dr. Byerly began his practice in Hartsville in 1915 
and in 1924 he established a small clinic which later 
developed into Byerly Hospital. Today, the hospital 
has 127 beds. 

The article quoted Dr. Byerly as saying: “In my 
45 years in Hartsville, I have seen a miracle take 
place. No longer is South Carolina one of the plague 
spots. I speak particularly of . . . the vast strides for- 
ward in public health and the eradication of many 
diseases once peculiar to this section.” 


STOKES NAMED 

Dr. J. Howard Stokes of Florence, is the new coun- 
cilor-elect from South Carolina for Southern Medical 
Association. The council forms the governing body of 
the association. 

One of the last official acts of the late Dr. Tom D. 
Spies as president-elect of Southern Medical Associa- 
tion was naming of four councilors-elect, of which Dr. 
Stokes was one. 

A native South Carolinian, Dr. Stokes was grad- 
uated from the Medical College of South Carolina in 
1931. 

In addition to Southern Medical Association, Dr. 
Stokes holds membership in American Academy of 
Ophthalmology and Otolaryngology, American College 
of Surgeons and American Medical Association. 

He is also a member of the South Carolina Society 
of Ophthalmology and Otolaryngology, serving as 
treasurer in 1948; South Carolina Medical Association, 
as councilor from 1942-1948; and chairman of educa- 
tion commissions, 1950; chairman of American Medi- 
cal Educational Foundation 1958-59. 

Dr. Stokes is married to the former Miss Helen 
Rhoad of Charleston. They have three sons. 
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NEW MEMBERS ON 
COLUMBIA HEALTH BOARD 

The City of Columbia Board of Health’s six new 
members attended their first meeting. 

The six new members, appointed by City Council, 
are Thomas Chandler, Dr. L. Palmer Chappelle, Dr. 
E. C. Stevenson, Dr. Martin D. Young, Dr. Lee 
Sanders, and N. S. Skenes. 

Other board members are Dr. E. C. Kinder, Mrs. 
Leon S. Bryan, Lloyd C. Hedgepath, Wilford P. 
Hendrix, Dr. E. K. Van de Grift, Jr., Dr. Raymond 
E. Christmus, T. E. McCutcheon, W. O. Onley and 
Bank. 

Dr. Charles R. Sloan is city health officer. 


TRI-STATE MEDICAL CONVENTION 

The Tri-State Medical Convention held its 61st 
annual meeting at the Hotel Columbia March 21-22. 

The two-day session included presentation of papers 
by convention members from the three states, North 
Carolina, South Carolina and Virginia. The group 
also elected new officers. 

Those presenting papers included Dr. Edwin Boyle, 
Jr., Dr. Cheves Smythe, Dr. Rhett Talbert, Dr. Ken- 
neth M. Lynch, Jr., Dr. Richard Sosnowski, all of 
Charleston; Dr. William Schulze, Greenville; Dr. Dana 
C. Mitchell, Jr., Columbia; Dr. 
Spartanburg. 

Panel discussions were presented by Dr. Vince 
Moseley, Charleston; Dr. William Hendrix, Spartan- 
burg; and by Dr. William H. Prioleau, Charleston, 
Dr. Ben N. Miller, Columbia; Dr. Rawling Pratt- 
Thomas, Charleston. 

Dr. Furman Wallace of Spartanburg was elected 
president of the Tri-State Medical Association. 

Dr. R. B. Davis of Greensboro, N. C., was elected 
secretary-treasurer. 

Dr. Wallace succeeds Dr. R. A. 
Hill, N. C. 


George Johnson, 


Ross of Chapel 


COLUMBIA MEDICAL SOCIETY 
SEEKS EMERGENCY HOSPITAL 

The Disaster Committee of the Columbia Medical 
S-ciety yesterday took official action to get a 200-bed 
emergency hospital for the Columbia area. 

The Army field-type hospital will be secured 
through the State Civil Defense Agency and the 
federal civil defense program. 

The hospital will be ordered immediately, and will 
take from 60 to 90 days to arrive, according to 
Charles B. Culbertson, state CD director. It will be 
stored in the old nurses home at the Columbia Hos- 
pital. 

The hospital will be used only in natural disasters 
or national emergencies, and will not be uncrated 
until then. It will definitely not call for hiring any 
additional personnel, it was emphasized. 

The purpose of the hospital! is to meet emergencies 
and the Columbia Medical Society has assumed the 
responsibility of providing the emergency hospital 
for the county. 
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When set up it will be a complete, 200-bed hospital 
with three operating rooms, X-ray units and an emer- 
gency power supply. The unit is designed for opera- 
tion in existing buildings and will not be set up in a 
tent. It can be set up in four to six hours. 

The Medical Society will sponsor the training of 
personnel to operate the hospital, and a_ practice 
emergency unit will be used for this. Greenville ,has 
the only training hospital at present; the unit will be 
rotated over the state for the same purpose. 

York and Abbeville Counties have similar emer- 
gency hospitals and eight other counties have placed 
orders for them. 

This unit was requested earlier, it was pointed out, 
but was delayed. Plans are being formulated for 
association with an organization or an individual to 
set up a team responsible for putting the hospital into 
operation in event of emergency. 

Dr. James F. DeLoach announces the opening of 
his office for the practice of Internal Medicine at 190 
North Whiskey Road, Aiken, S. C. 


The Coastal Medical Society met Thursday, Feb- 
ruary 18, at the home of Dr. and Mrs. Carter P. 
Maguire, Charleston. 

A Social Hour at 6:30 P. M. was followed by 
Dinner at the Lord Ashley Coach House. 


DR. HOOK OPENS OFFICE 

Dr. Marion B. Hook has announced the opening 
of his office at 1513 Hampton Street, ‘Columbia, for 
the practice of general surgery and gynecology. 

Doctor Hook received his education from the Col- 
umbia City Schools, and the University of South 
Carolina where he was a member of Phi Beta Kappa 
scholastic society. 

He was graduated from the Medical College of 
South Carolina in June 1941 and served his internship 
at Maryland General Hospital, Baltimore, Md. 

After completing his internship, he served with the 
Fifth Armored Division in Europe where he partici- 
pated in five campaigns as battalion surgeon with the 
81st Tank Battalion. He was awarded the bronze star 
for meritorious service. 

Doctor Hook has been associated for the past 13 
years with Dr. Alfred F. Burnside, Sr. in the practice 
of general surgery. 

He is a member of the Columbia Medical Society, 
South Carolina Medical Association, American Medi- 
cal Association and the Southern Medical Association. 








MEDICOLEGAL MEETING AT 
CHARLESTON 

The Law Science Academy of America conducted 
a legal institute on Medicolegal Aspects of Head, 
face and neck injuries in Charleston March 26-27. 

The two-day course emphasized medicolegal trial 
technique. It was sponsored by the South Carolina 
Bar Association, the South Carolina Medical Associa- 
tion and the Charleston County Medical Society. 








Eleven doctors and 15 trial counsels appeared on 
the program which was under the direction of Dr. 
Hubert Winston Smith, Chancellor of the Law Science 
Academy of America and professor of Law and Legal 
Medicine at the University of Texas Law School. 


E. M. Dibble, M. D. and J. B. Berry, Jr., M. D. will 
be located in their new offices at 1115 North Main 
St., Marion. 


At the Annual Meeting of the South Carolina 
Tuberculosis Association on April 6 in Columbia the 
following officers were elected for the S. C. Trudeau 
Society: 

James W. Fouche, M. D., 
Martin M. Teague, M. D., Laurens, Vice-President; 
Edmund R. Taylor, M. D., Columbia, Secretary- 
Treasurer. The Trudeau Society held its annual busi- 


Columbia, President; 


ness and program meeting in conjunction with the 
meeting of the Tuberculosis Association. H. McLeod 
Riggins, M. D., President of the National Tuberculosis 
Association, was the guest speaker. Dr. Riggins’ sub- 
ject was “Present and Changing Concepts in the 
Treatment of Pulmonary Tuberculosis”. Thirty mem- 
bers of the S. C. Trudeau Society attended the meet- 
ing. 

Elected to serve a two year term as president of 
the S. C. Tuberculosis Association was Edward F. 
Parker, M. D., 
John H. Martin of Hartsville who has served two 
terms. Dr. Parker has served on the board of the 
S. C. Tuberculosis Association for more than ten years. 


of Charleston. Dr. Parker succeeds 


He has been a member of the board of directors of 
the NTA and presently is serving as a Representative 
Councillor on the governing council of the American 
Trudeau Society. I am enclosing for your information 
a copy of our Annual Report and a copy of the Pro- 
gram of the Association’s Annual Meeting. 


DR. B. N. MILLER CHOSEN AS DELEGATE 
Dr. Ben N. Miller, Jr., of Columbia, was chosen to 
represent South Carolina on the governing body of 
the American Society of Internal Medicine, which 
held its annual meeting in San Francisco April 1 to 3. 
Dr. Miller attended the sessions as a delegate from 
the South Carolina Society of Internal Medicine. His 
alternate is Dr. Haskell S. Ellison, of Charleston. 





FROM THE PAPERS 


— 





DANGERS OF FALLOUT 


Addressing the recent meeting of the South Caro- 
lina Cancer Society, a physician Dr. T. A. Pitts said 
there is no reason for hysteria over the effects of 
radioactive fallout. 

One result of all the emphasis on possible danger 
is that a growing number of people are afraid to take 
even simple x-ray chest, examinations. The physician, 
an expert in the x-ray field, assured his listeners that 





patients need have no worries about the medical use 
of the rays. 

The body, he said, can take much more radio- 
activity than is generally realized. He cited a South 
Carolinian who had been treated with tremendous 
amounts. Not only was her crippling cancer cured, 
but she developed normally, became a champion ath- 
lete, married, and is now the mother of a normal, 
healthy child. 

Radioactivity from fallout reached a record high 
after the Soviet Union’s “dirty” bomb explosions in 
1958, but the amount of radioactivity on the ground 
and in food supplies was still negligibly small. 

One observer compared the alarm over fallout this 
way: 

“If I start drinking two glasses of sherry a day in- 
stead of one, anyone can spread the news that I am 
now drinking twice as heavily. But such an increase 
is unlikely to affect my health. The same is so far 
true of radioactive fallout.” 

Actually, the entire human body is slightly radio- 
active, and this was true thousands of years before the 
advent of the nuclear bomb. Many foods contain 
radioactive chemicals. 

Even if atomic bomb tests continue, their effect 
will be only a hundredth of that caused by cosmic 
rays from space that are constantly bombarding the 
earth. 

People have flourished for centuries in the Andes, 
where the strength of cosmic rays is intense, and in 
India, where the soil is sometimes highly radioactive. 

Because of its new and mysterious nature, the fall- 
out from atomic bombs gets the headlines, but it is 
considered far less dangerous to health than the 
fumes that come from modern factories and machines. 

Radioactive fallout could become a_ worldwide 
menace, but that will occur only during a full-scale 
atomic war, and then it would be secondary to the 
destruction created by the bombs themselves. 


From The State 
Columbia—April 6, 1960 


HOSPITAL SERVICE 

Retirement of Dr. Archibald J. Buist, Jr. as chair- 
man of the Board of Commissioners of Roper Hos- 
pital has completed a dozen years of faithful service 
to the community of Greater Charleston. 

As chief representative of the Medical Society of 
South Carolina, owner and operator of Roper Hos- 
pital, the chairman of the Roper commissioners has 
an important and arduous assignment. Dr. Buist has 
carried it out with vigor, intelligence and strict at- 
atention to duty. The community owes him gratitude. 

Roper Hospital ably supplies a vital service which 
Charlestonians are fortunate to possess. Succeeding 
Dr. Buist as a member of the Board is Dr. Bachman 
S. Smith, Jr. We wish him well in a position of 
honor, trust and public service. 

News and Courier 
Charleston, April 9, 1960 
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DR. SIMPSON CONTRIBUTED MUCH 

The recent loss of Dr. W. E. Simpson of Rock Hill 
was a deep and personal one for many persons, not 
only in this area but throughout the state. 

Dr. Simpson was one of those people who sincerely 
tried to leave the world a little better than he found 
it. 

A general practitioner’s life is a busy one. But Dr. 
Simpson seized every opportunity to be active in 
civic, religious, and professional circles. He was a 
leader in his church, the Masons, and the medical 
profession. 

But, aside from his profession, perhaps his greatest 
contribution was his work with the DeMolays, an or- 
ganization sponsored by the Masons for young boys. 
Dr. Simpson was instrumental in forming the Rock 
Hill chapter and was the guiding force in this or- 
ganization which strives to instill the young boys with 
religious and moral virtues they will carry through 
life. 

The world would be a much nicer place in which 
to live if we all strived to make the contributions to 
our fellow man as did Dr. Simpson. 

It would be a lofty goal. 

The Evening Herald (pm) 
Rock Hill, S. C. 


COMPULSORY FEDERAL HEALTH 
INSURANCE WOULD LEAD TO 

SOCIALIZED MEDICINE 

“Liberal” prescriptions for federal 


health insurance are being compounded for the next 


compulsory 


Congress in frightening volume. They contain little 
good medicine and a great deal of political sugar. 

U. S. citizens compelled to swallow them should 
be prepared for violent reactions, ranging from simple 
bleeding of the pocketbook to paralysis of private 
medicine. 

Political considerations rather than clinical argu- 
ments are winning support for compulsory health in- 
surance among congressmen, even those who should 
recognize pure poison when they see it. 

“A Democratic Congress certainly isn’t going to 
stand idly by while the Republicans grab the ball and 
run with it on a politically potent issue,” a leading 
House Democrat is quoted as saying. 

Election year is a dangerous year for the nation 
when it comes to legislation with so many implications 
for the future, most of them bad. For the sake of 
votes, some Senators and Representatives may be 
willing to close their eyes and swallow any pill 
labeled “magic.” 

The “liberals” do not really care who supports their 
magic health bills as long as they are passed. What 
they are looking for is a foot in the door to socialized 
medicine. Either the bill being prepared by the Re- 
publican department of Health, Welfare and Educa- 
tion, or Rep. Forand, a Democrat of Rhode Island, 
will do the trick. Both of them offer a strong base on 
which to build an edifice of socialized medicine. 

Both of them depend on the taxpayer for support. 
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Both of them deny patients a free choice of doctor or 
hospital. 

Estimates of the cost range from more than a bil- 
lion dollars to $2 billion a year in the first year. How 
much higher the cost would go in the future, once 
the bureaucrats got rolling, is anybody’s guess. 

As usual when they are promoting the cause of 
paternalism, the “liberals” are talking about the 
“need” for federal health insurance. We believe they 
have invented the “need” to which they refer. 

Though the number of older people who would 
benefit from federal health insurance is growing fast, 
so is the number of private insurance companies 
equipped to give them coverage. A reliable estimate 
is that 75 per cent of older people who need and want 
it will be covered by voluntary health insurance in 
1965 and 90 per cent in 1970. 

Of course, such figures do not interest the 
“liberals”. They aim to place every American under 
compulsory, government-run health insurance whether 
they need it or not. 

While they argue for a sure cure for everybody's 
ills, the health insurance quacks are really interested 
in doctoring free medicine. If the patient dies on the 
operating table, that will be good. The “liberals” will 
bury him without a trace. 

Charleston News and Courier 


SPURIOUS PRESENTS 

Unfortunately some politicians never tire of think- 
ing up spurious presents. For example, reports from 
Washington now indicate the chances are improving 
for Congressional approval next year of a compulsory 
health insurance plan for the aged. 

This is the kind of thing that is difficult to discuss 
on unemotional grounds. The proportion of elderly in 
the population is rising. Medical costs are high. The 
community unquestionably has an obligation to care 
for the indigent aged whether they are well or sick. 

The fallacy, it seems to us, is in proceeding from 
these premises to the conclusion that it is either 
necessary or wise for the Federal Government to take 
charge. For one thing, private health insurance for 
the elderly is becoming increasingly available. In the 
case of those who can’t afford it, the proper order of 
responsibility, we think, goes like this: The family; if 
none, the resources of private charity; if that does not 
suffice, the local community. 

When, instead, the Federal Government steps in 
with its compulsion and its higher taxes, the private 
resources are diminished. A vast addition to the 
bureaucracy is created, which means that much of the 
tax take will go for that. And the tax itself should not 
be underestimated; it is proposed that it be added to 
the Social Security levies which are mounting rapidly 
as it is. It would pile strain not only on the general 
taxpayer but on the system itself, and that system is 
already under strain and faces what may be impossible 
strains in the future. 

But perhaps the most important point to consider 
before plunging into this sea without a floor is that 
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there is a choice. If the Government, instead of ex- 
panding its extravagant spending and so threatening 
poverty for all, would reduce its spending it could 


lower everybody's taxes and_ stabilize everybody's 
dollar. 

Which is preferable: More bureaucracy, more 
taxes, more inflation? Or sound money and more 
money for the individual, the family, charity, and the 
community? 

Which is the better gift for everyone—including 
the elderly? 

Wall Street Journal 


ANNOUNCEMENTS 














THE DOCTORS’ NURSES TO CONVENE 

Doctors’ Nurses Day on June 25 has been pro- 
claimed by Governor LeRoy Collins of the State of 
Florida in honor of the first convention of the more 
than 2,500 members of the American Association of 
Doctors’ Nurses. The session will be held on June 23 
to 26 at Hotel Deauville, Miami. 

The membership of the American Association of 
Doctors’ Nurses is made up of young women who 
serve in doctors’ offices as nursing assistants. The 
headquarters are in the Farragut Building, Washing- 
ton, D. C. 


YALE UNIVERSITY SCHOOL OF 
MEDICINE TO CELEBRATE 
SESQUICENTENNIAL 
The Yale School of Medicine will celebrate a 
century and a half of existence on October 28 and 29 
of 1960. The occasion will be marked by meetings, 
exhibitions, and addresses suitable to the occasion. 
Among a notable group of guest speakers will be Sir 
Howard Florey of Oxford, England. Complete details 

of the program will be announced later. 

It was in October 1810 that the Connecticut Gen- 
eral Assembly granted a charter to Yale College for 
the establishment of the Medical Institution of Yale 
College; the fifth medical school in the United States 
thus came into being. Unlike its predecessors the 
medical school was founded through impetus coming 
chiefly from within the College and not from a group 
of outside physicians. 

The first medical faculty at Yale was a notable one, 
containing Eneas Munson, foremost authority on 
materia medica, Nathan Smith and Benjamin Silliman, 
still counted among Yale’s greatest, Eli Ives and 
Jonathan Knight, leaders in medicine who were each 
to become President of the American Medical Asso- 
ciation. From the start, the Connecticut Medical So- 
ciety was a partner in the enterprise and worked in 
close cooperation all during the first half century of 
the School’s existence. 

Other events associated with the sesquicentennial 
celebration will take place during the academic year 
1960-61. These include an exhibition of medical art 
at the Yale Art Museum and a scientific meeting to 





be held in conjunction with the dedication of a new 
Medical School auditorium. 


NINTH ANNUAL SYMPOSIUM for General Prac- 
titioners on Tuberculosis and other Pulmonary Dis- 
eases. July 11 through 15, 1960. Saranac Lake, New 
York. 

Inquiries should be addressed to: Registrar, Sympo- 
sium for General Practitioners on Tuberculosis and 
Other Pulmonary Diseases, P. O. Box 627, Saranac 
Lake, New York. 

Sixth International Congress of Internal Medicine, 
August 24-27, 1960. Basle, Switzerland. Seventy 
leading internists from all over the world will take 
part in the main scientific programme. Official 
languages: German, French, English. Simultaneous 
translation for the principle lectures. 

Programmes and registration forms may be ob- 
tained by writing: 

Secretary, 

International Congress of Internal Medicine 

Steinentorstrasse 13 

Basle 10, Switzerland 


THE ARTHRITIS AND RHEUMATISM 
FOUNDATION 
The Post-Graduate Seminar in Arthritis and Re- 
lated Diseases which is to be held June 11th and 12th, 
1960 immediately following the annual meeting of 
the American Rheumatism Association and immedi- 
ately preceding the annual meeting of the American 
Medical Association. This course is acceptable for 8 
hours Category I Credit by the Academy of General 
Practice. 
SEMINAR COMMITTEE, Florida Chapter, ARF 
1206 Huntington Medical Building 
Miami 32, Florida 


The Arthritis and Rheumatism Foundation offers 
predoctoral, postdoctoral and senior investigatorship 
awards in the fundamental sciences related to arth- 
ritis for work beginning July 1, 1961. Deadline for 
applications is October 31, 1960. 

These awards are intended as fellowships to ad- 
vance the training of young men and women of 
promise for an investigative or teaching career. They 
are not in the nature of a grant-in-aid in support of 
a research project. 

The program provides for three awards: 

(1) Predoctoral Fellowships are limited to stu- 
dents who hold a bachelor’s degree. Each ap- 
plicant studying for an advanced degree must 
be acceptable to the individual under whom 
the work will be done. These Fellowships are 
tenable for one year, with prospect of re- 
newal. Stipends range from $2,000 to $3,000 
per year, depending upon the family re- 
sponsibilities of the Fellow. 

Postdoctoral Fellowships are limited to ap- 
plicants with the degree of Doctor of Medicine, 
Doctor of Philosophy—or their equivalent. 
These Fellowships are tenable for one year, 
with prospect of renewal. Stipends range from 


to 
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$5,000 to $7,000 per year, depending upon 
the family responsibilities of the Fellow. 
(3 


~ 


Senior Investigator Awards are made to can- 
didates holding or eligible for a “faculty rank” 
such as Instructor or Assistant Professor (or 
equivalent) and who are sponsored by their 
institution. Stipends are from $7,000 to 
$10,000 per year and are tenable for five years. 

A sum of $500 will be paid to cover the laboratory 
expenses of each Postdoctoral Fellow. An equal sum 
will be paid to either cover the tuition expenses or 
laboratory expenses of each Predoctoral Fellow. In 
the case of Senior Investigators, instead of the $500, 
an additional 10% of the stipend will go to the in- 
stitution to be applied to annuity programs, lab- 
oratory expenses, travel, etc. 

For further information and application forms, ad- 
dress the Medical Director, Arthritis and Rheumatism 
Foundation, 10 Columbus Circle, New York 19, N. Y. 





DEATHS 





DR. J. C. BECKMAN 
Funeral services for Dr. John Cornelius Beckman, 
a practicing Charleston physician for 47 years, were 
held March 22 in Charleston. 
Dr. Beckman died at his home in Daytona Beach, 
Fla., where he had lived since retirement. 
A native of Charleston, he was born September 12, 


1884. 


DR. W. B. TURNER 

Dr. William B. Turner, practicing physician in Ker- 
shaw from 1913 to 1952, died in the Kershaw County 
Memorial Hospital in Camden on March 18. 

Born in 1871, Dr. Turner was a graduate of the 
Medical College of South Carolina and a member of 
the South Carolina Medical Association and the Ker- 
shaw County Medical Society. For more than 30 
years he was a trustee of the Kershaw city schools 
and served for two terms as Kershaw County Super- 
intendent of Education. 

Honorary pallbearers included members of the 
Kershaw County Medical Association. 


DR. W. E. SIMPSON 

Dr. William Elihu Simpson, of Rock Hill, S. C., 
died at his home March 10 after an illness of several 
months. 

Dr. Simpson was born in Chester County in 1884 
and was graduated from The Medical College of South 
Carolina in 1908. He was a past president of the 
South Carolina Pediatric Society, the Alumni Associa- 
tion of the Medical College of South Carolina, the 
Fifth District Medical Society, the York County Med- 
ical Society and the Rock Hill Medical Society. 
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BOOK REVIEWS 








METABOLIC CARE OF THE SURGICAL PA- 
TIENT. By Francis D. Moore, M. D. 1011 Pages. 
$20.00. Philadelphia: W. B. Saunders Co., 1959. 


The publication of this book by one of the leading 
investigators in the field of surgical metabolism is 
welcome. It compiles in one place the knowledge 
concerning metabolism of the surgical patient that 
has evolved in the past 20 years. The reviewer is re- 
lieved of the task of comparing this work with others 
in its field. Although the author’s 1952 monograph, 
The Metabolic Response to Surgery, is its ancestor, 
there is no other comparable publication. 

The author divides the book into 6 parts, the Nor- 
mal Patient, The Blood Volume, Body Fluid and 
Electrolyte, Loss of Body Substance, Visceral Dis- 
ease in Surgical Patients and Fractures, Wounds and 
Burns. An appendix on surgical diets and parenteral 
supplements is included. Most readers would prob- 
ably be concerned with the first section on the normal 
patient and that section alone would justify the pur- 
chase of the book. One might question whether or not 
the last 2 sections of the book and the case histories 
should be included since they describe individual in- 
stances often not sufficiently adaptable generally to 
justify the space required. The book is written with 
a vein of dogmatism which may be of value to the 
casual reader who seeks help with the maze of chem- 
ical data forming the background ‘of metabolic 
knowledge. For the more interested reader or the 
investigator, data are presented in the sections on 
Notes from the Literature. 

The contemporary surgeon is involved daily with 
problems demonstrating the inseparability of opera- 
tive management, surgical technique and metabolic 
care, which is the recurring theme of the book. Such 
involvement dictates the unqualified recommendation 
of the work to students who seek a view of surgical 
patients broader than that afforded by the operating 
room, to house officers who are trying to acquire 
surgical judgement and total patient care and to 
every physician who desires to enlist the aid of the 
patient’s metabolism in his recovery. 


Louie B. Jenkins, M. D. 


SURGERY OF THE FOOT by Henri L. DuVries. 
R. V. Mosby Company, 1959. Price: $12.50. 

In this book Dr. DuVries presents a comprehensive 
study of the foot giving the normal anatomy of the 
foot, as well as a complete study of the various ano- 
malies, both congenital and acquired. His treatment 
is sound and conservative. 

This book is recommended for both the student 
and practitioner as a reference book. Its value lies in 
the fact that it is concisely written in an easily read- 
able manner and the index is complete. 


S. Edward Izard, M. D. 
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NAVY SURGEON by Rear Admiral Lamont Pugh. 
J. B. Lippincott, Philadelphia, 1959. Price: $5.00. 

This is an autobiographical account of the life of 
Dr. Lamont Pugh, formerly Surgeon General of the 
Navy. He gives a fairly detailed account of his life 
from the beginning to the present, and includes a 
great variety of action and adventure in all parts of 
the world and over the span of three wars. It makes 
interesting reading, and should be of special interest 
to those who are or have been or are about to be 
connected with the Navy in a medical way. 


JIW 


THE CIGARETTE HABIT: A_ SCIENTIFIC 
CURE by Arthur King. Doubleday & Co., Inc. Garden 
City, N. Y., 1959. Price: $2.00. 

The author who writes under the pseudonym of 
Arthur King is engaged in writing his Ph.D. dis- 
sertation on “The Social Psychology of Alcoholism”. 
He is as much concerned with smoking as with 
alcoholism and was himself an addicted smoker who 
cured himself by the techniques which he presents 
here. 

This book is not concerned primarily with the 
danger of smoking in regard to the production of can- 
cer, but the author’s concern is with the aspects of 
addiction, which are painted in very gloomy colors in 
the text. There are discussions of the way in which 
one becomes addicted and ways in which one may 
become unaddicted, with detailed directions for pur- 
suing a somewhat complicated routine which includes 
the use of amphetamine, phenobarbital, and “Fla- 
vette” lozenges, which last are said to possess effective 
qualities and which appear rather often in the 
directions. This is essentially a do-it-yourself book 
and is not a really medical treatise. The reviewer can 
not find “Flavettes” among the recognized medical 
products. 

yIw 


A DOCTOR ENJOYS SHERLOCK HOLMES by 
Edward J. Van Liere. Vantage Press, New York, 1960. 
Price $3.00. 

The author has long been interested in the exploits 
of Holmes and Dr. Watson, and has contributed a 
number of papers on the subject over a period of 
years. This book is a readable series of essays which 
discuss the medical aspects of the many stories about 
the heroes. It touches on the use of knowledge of 
such things as curare, endocrinology, cardiology, and 
so on, and of the characters of the people in the 
stories. It shows Holmes as a scientist and gives a 
picture of Victorian medicine. Sometimes there is 
interpolated a certain amount of conjecture which 
can not be substantiated by knowledge of the time, 
and there is some comment on Dr. Watson’s own ver- 
sion of medicine as he knew it. 

This book should be meat for the Baker Street 


Irregulars and the numerous other members of the 
cult of Sherlock Holmes. 
JIW 


A DOCTOR'S LIFE OF JOHN KEATS by Walter 
A. Wells, M. D. Vantage Press, New York. Price 
$3.95. 

Although John Keats embarked on a_ medical 
career, going through the necessary training to be- 
come an apothecary, and starting on a course for his 
doctorate, he never completed his design and left 
his course before his time was over. His poetic in- 
clinations were notable during his medical training, 
and gradually replaced to all intent any interest he 
might have had in a medical life. He drifted through 
his studies at medical school and while he proved 
successful in his examinations he did not complete 
the necessary requirements. This book discusses at 
some length, in a rather staccato fashion, much of the 
medicine of Keats’ times and wanders rather far 
afield from the main subject. Keats never applied his 
medical knowledge. He was a truant from medical 
school, not from medicine itself, as he never actually 
achieved the title of M. D. The book includes 
a considerable amount of conjecture and wanders into 
many byways which seem to have no definite con- 
nection with the main subject. 

This book will probably be of more interest to the 
student of Keats than to the student of medicine. 

JIw 


HEARING: A HANDBOOK FOR LAYMEN by 
Norton Canfield, M. D., Doubleday & Co., Inc., Gar- 
den City, N. Y. 1959. Price $3.50. 

This is a book, written for the laymen, dealing with 
Otology, by an eminent Otologist. It is an attempt, 
and without any doubt, a successful one, to expose 
and air out the problems concerned with hearing im- 
pairment and its current treatment. 

A frank and interesting discussion is made of the 
profound effect of hearing difficulties on the personal- 
ity; the means of discovering the condition in chil- 
dren; the steps to be taken to ward off serious psychic 
sequelae. 

The various types of hearing disorders are pre- 
sented in a simple and accurate manner. The medical 
and surgical treatments and their indications are 
brought up to date; and hearing aids are discussed as 
to their indications and economic aspects. 


A. L. Feuer, M. D. 


CHRONIC ILLNESS IN A RURAL AREA, by Ray 
E. Trussell and Jack Elinson. Harvard University 
Press, Cambridge. 1959. Pp. 440. Price $7.50. 

A survey sponsored by the Commission on Chronic 
Illness in rural New Jersey began in 1952. In 1950 
Hunterdon County had 43,000 people, 99% white, 
25 doctors, no hospital, no town over 4500 people, per 
capita effective buying income equal to metropolitan 
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South Carolina counties. Five survey methods were 
used: questionnaire, family interview, verification by 
attending physician; clinical evaluation; multiple 
screening. Comparison of yield from clinical evalua- 
tion and family interview is the chief contribution to 
methodology. Sound, authoritative, sequential pre- 
sentation is summarized in the opening chapter. This 
unique volume offers valuable information about 
major current trends: How prevalent is chronic ill- 
ness and disability? How much could be prevented? 
How adequate is medical care today? How much re- 
habilitation is possible? The book can best be studied 
with three companion volumes from the same source: 
PREVENTION OF CHRONIC ILLNESS, CARE OF 
THE LONG-TERM PATIENT, and CHRONIC ILL- 
NESS IN A LARGE CITY. 
Malcolm U. Dantzler, M. D. 


DRUGS OF CHOICE 1960-1961. Walter Modell, 
M. D., Editor. C. V. Mosby Company, St. Louis, 
1960. Pp. 958. Price $13.50. 

Forty-seven contributors have combined efforts 
here to present 42 chapter topics which range through 
most of the areas of clinical practice. Typically, these 
include antibacterial agents, diuretics, analgesics, 
anticonvulsants, anthelmintics, antihypertensives, anti- 
arthritics and topics grouped in terms of specialty 
interest, such as drugs used in obstetrics and gyne- 
cology, urology, dermatology, ophthalmology, etc. 
Eight new topics have been added since the 1958- 
1959 edition. The editor has been successful in en- 
listing some of the best recognized clinicians with 
experience in drug evaluation and there are also some 
representatives from the much smaller group of 
pharmacologists who can express firm opinions on the 
clinical status of the latest drugs. All of them have 
attempted the difficult task of bringing: many new 
drugs into the same focus as older drugs with con- 
siderable background of trial and investigation. Fre- 
quently it is necessary to make the sweeping conclu- 
sion that the new variants are simple copies of the 
older compound with no basic improvements. Such 
a view, for instance, is offered for chlorothiazide 
(Diuril) which, pending further developments, is 
chosen in preference to the several hydrogenated and 
fluorinated derivatives promoted under a variety of 
new trade names. All these newer compounds, how- 
ever, are faithfully listed and in that respect the vol- 
ume is exceptionally current and complete. For in- 
stance, there is a special 5 page list of topical corti- 
costeroids. Some few items would be challenged by 
the local group of pharmacologists. These include 
such statements as “Digitalis has no perceptible effects 
on cardiovascular function of the normal heart” and 
“the action of norepinephrine is primarily that of peri- 
pheral vasoconstriction with minimal direct cardiac 
effect.” Such items of misinformation, however, are 
minor in view of the wide scope of sound informa- 
tion to be gathered from the book as a whole. Each 
chapter is followed by selected references which for 
the most part are the latest and most valuable. The 
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final 100 pages of the text are given over to a list of 
drugs with generic names, trade names, doses, routes 
of administration and manufacturers. This book can 
be highly valuable to anyone wishing a compre- 
hensive current index of drugs with a critical per- 
spective. 

R. P. Walton, M. D. 


A COOKBOOK FOR DIABETICS by Maude 
Behrman. American Diabetes Association, 1959. Price 
$1.00. 

A Cookbook for Diabetics by Deaconess Maude 
Behrman is accurate, well planned and well pre- 
sented. The recipes are simple and easy to follow. 
There are pertinent facts for all diabetics to heed. The 
book is especially informative for an intelligent dia- 
betic who craves a variety of food within his food 
prescription. The emphasis on fat, protein and carbo- 
hydrate to be used as a basis for diabetic calculation 
is to be commended; but I do wish the exchanges 
given fcr the recipes were as prominently listed as 
are the calories. 

Mrs. Hillyer Rudisill 
Therapeutic Dietitian 


CHRISTOPHER’S TEXTBOOK OF SURGERY. 
Edited by Loyal Davis. W. B. Saunders Company. 
Seventh Edition 1960. Price $17.00. 

This new edition has numerous contributors with 
many chapters entirely new or completely rewritten 


including a new one on surgical ‘judgment. The 
amount of information is truly encyclopedic for a 
single volume. The numerous illustrations are clear 
and to the point. Both general and topical aspects in 
the broad field of surgery are thoroughly covered. 
The chapter on surgical infections is quite up to date. 
This book is highly recommended for students, house 
staff and practitioners. 
Fred Kredel, M. D. 


NEW AND NONOFFICIAL DRUGS. J. B. Lip- 
pincott Co., Philadelphia, 1960. Price: $3.35. 

The annual appearance of this product of the Coun- 
cil on Drugs of the American Medical Association is 
always a welcome event. Certainly it would be im- 
possible to keep properly posted on the drugs of the 
times without this volume for reference. It furnishes 
a brief and reliable account of the newer drugs and 
combines in this issue the chemical or technical names 
of the drug along with the trade name. With so much 
current conversation on the matter of the use of 
official or trade names, and what appears to be a 
rather concerted effort on the part of drug manu- 
facturers to push the trade name as being more de- 
sirable than the official name, this book offers a means 
of getting back to original information and identify- 
ing the innumerable trade names with the proper sub- 
stance to which a number of them may refer. 


JIW 
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THE ACUTE MEDICAL SYNDROMES AND 
EMERGENCIES. Diagnosis and Treatment, by Al- 
bert S. Hyman, M. D., with the collaboration of 
Samuel Weiss, M. D., George G. Ornstein, M. D., 
Howard F. Root, M. D., Anna R. Spiegleman, M. D., 
and Jack Abry, M. D. Landsberger Medical Books, 
Inc. New York, 1959, 442 pages. Price $8.75. 

This book, in six sections, one by each of the col- 
laborating authors, is a presentation of discussions of 
acute illnesses and emergencies involving 1) the 
cardio-vascular system, 2) the gastro-intestinal system, 
3) the pulmonary system, 4) diabetes, 5) acute renal 
syndrome, and 6) barbiturate intoxication. Discussion 
of cardio-vascular and of gastro-intestinal problems, 
and of diabetes is well organized and informative, 
while in certain other sections poor organization and 
presentation is obvious. The section on acute renal 
disease in the copy examined is worthless, since a 32 
page portion of the section on cardio-vascular illnesses 
is mistakenly bound into the section, omitting most 
of the material on acute renal syndromes and a portion 
of the following section on barbiturate poisoning. 

Included in the book are discussions of diagnostic 
features, differential diagnosis and treatment of a 
variety of acute illnesses involving the various body 
systems. A chapter on cardiac resuscitation includes 
rather detailed discussion on problems related to, and 
management of cardiac arrest. As stated by the author 
in the introduction, “Most of the opinions expressed 
are results of personal experiences of the writers—” 
No bibliography is included and little reference to 
opinion of authorities in the various fields of discus- 
sion was noted. 

Though certain portions are well done and much 
worthwhile information is presented, it is not felt that 
this book can be highly recommended. 


MASTER YOUR TENSIONS AND ENJOY LIV- 
ING AGAIN, by George S. Stevenson, M. D. and 
Harry Milt. Prentice-Hall, New York. Price $4.95. 

George Stevenson, M. D. and Harry Milt combine 
their talents to produce a lucid and readable presenta- 
tion of man’s reaction to threats in his environment. 

The oft-used word “tensions” is clarified so that 
the reader understands just what it means. Anxiety, 
that much maligned state, comes in for its share of 
attention. Clarification of these two words into simple, 
every day terms, is representative of Stevenson’s work. 
The reader is not treated as if he were totally un- 
sophisticated but neither is this work couched in ex- 
cessively professional vernacular. Stevenson points the 
way to the constructive aspect of anxiety, likening it 
to a warning detection system. Just as tension is the 
reaction to threat (thereby mobilizing body—defense 
and self preservation activities) so too is anxiety a 
protective mechanism even though it appears in 
anticipation or expectation of a threat. Certainly man 
would not survive without these valuable partners. 

The section dealing with the “shook-up” age is 
especially commendable. 

Having defined and identified tension and anxiety 


Stevenson discusses eight “tension-breakers” which are 
excellent goals of psychotherapy. 

In the third section of his book Stevenson presents 
methods of avoiding tension—building situations 
which can do much to give insight to our relations 
with the important areas of our lives. 

The real value of this work will be in its application 
to the large segment of our society which is not in 
immediate need of skilled professional care. I am 
somewhat hesitant to recommend “out-side-reading” 
to many of my patients because of their natural in- 
clination to “quote-the-book” as a means if avoiding 
discussion of certain areas of their lives. Psycho- 
therapy and certainly analysis can be seriously 
hampered when the patient becomes a self-trained 
psychiatrist. However, this book provides no clubs 
for beating therapists over the head. Nor does one 
find here the naive importuning to “snap-out-of-it” or 
“think good thoughts” so common to many less pro- 
fessional writers. 

Most patients will benefit from the reading of this 
work. Indeed, the family physician will be benefitted 
by the uncluttered approach to many of the prob- 
lems which are unhappily abandoned on his doorstep. 

George H. Orvin, M. D. 


THE SURGEON AND THE CHILD, Dr. Willis 
J. Potts, W. B. Saunders Company, Philadelphia, 
1959. Price $7.50. 

This is a delightfully written book on pediatric 
surgery which should have a wide appeal. The style 
is simple, direct and quite human. All the common 
surgical problems in children are clearly described 
without undue attention to minute details of path- 
ology and treatment. As might be expected from the 
accomplishments of the author, congenital anomalies 
of the heart and great vessels are excellently de- 
scribed. Disorders of the gastro-intestinal tract also 
receive outstanding attention. The illustrations, which 
are line drawings, are clear and to the point. The 
index is brief but adequate. Every doctor who treats 
infants and children should have this volume. 

F. E. Kredel, M. D. 


Prenatal care—The pale pink pill by L. L. Hester, 
Jr., M. D. (Charleston) J. M. A. Alabama 29:157 
(November, 1959) 

In an effort to prevent maternal complications and 
assure the delivery of a mature, healthy infant, this 
paper re-emphasizes the highly significant role of a 
good dietary regimen, and recognition of complica- 
tions in their incipient stages. 

The aims of prenatal care are enumerated: in 
essence, to gain the confidence of the patient: to en- 
courage and develop a feeling of anticipation rather 
than one of fear in reference to the “ordeal” of labor; 
and to give the best physical prenatal care possible. 

In place of the everyday prescribing of dietary sup- 
plements or “the pale, pink pill,” the paper suggests 
good dietary habits listing basic requirements and 
essential foods. The low sodium diet (approximately 
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The first specific aldosterone-blocking agent... 


ALDACTONE 


effectively extends the medical control of edema or ascites. 


It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - 


HEPATIC CIRRHOSIS 


THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in 4 comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6. Dv. SEARLE « co. 


Chicago 80, illinois 


Research in the Service of Medicine 








2 grams per day) is discussed as is the role of diuretics 
in the prevention of the ever dreaded syndrome of 
pre-eclampsia and eclampsia. Rapid weight gain is 
emphasized as being equally as important as blood 
pressure rise in the diagnosis of pre-eclampsia. Early 
hospital treatment is suggested for most rapid re- 
sponse and prevention of eclampsia or other complica- 
tions, but most of all to assure delivery of a viable, 
healthy infant. 


The usefulness of balanced anabolic steroid ( Dela- 
dumone) therapy in osteoporosis resulting from bone 
injury by C. B. Hanna and W. D. Hastings, Jr., 
(Spartanburg) Current Therapeutic Research 1:130 
(December 1959) 


A series of 3 women and 9 men aged 27 to 65 
years with osteoporosis resulting from bone injury of 
traumatic origin were treated with anabolic steroid 
therapy for periods of 2 to 6 months with a single 
injection of 1 ml. of Deladumone every 2 weeks. This 
dosage of the long-acting hormone preparation pro- 
vides 90 mg. testosterone enanthate and 4 mg. estra- 
diol valerate. In all 12 cases there was alleviation of 
pain, notable improvement in range of motion, and 
x-ray evidence of healing with a distinct increase in 
the density of calcium in the osteoporotic regions. In 
this study Deladumone was entirely free from un- 
wanted masculinizing or feminizing actions, and with- 
out effect upon libido or urinary tract function. It is 
concluded that Deladumone is a practical therapeutic 
agent of value in the management of osteoporosis 
associated with traumatic bone injury. 


Leiomyosarcoma of the duodenum: Case report and 
summary of the literature. Randolph Bradham (Char- 
leston) Am. Surgeon 25:950-957, December,1959. 

Leiomyosarcoma of the duodenum is a rare lesion. 
It is a malignant tumor arising in the muscular layer 
and growing either into the lumen or on the outside 
of the wall. The usual growth pattern is outward. It 
rarely causes obstruction although it can attain great 
size. Many will undergo central necrosis and fistualiza- 
tion which may lead to hemorrhage, abscess forma- 
tion, or perforation. Microscopic sections show whorls 
of spindle and fusiform cells which vary in size and 
show nuclear atypicalities and increased mitotic ac- 
tivity. Roentgenographic findings are rather character- 
istic and extremely helpful in diagnosis. Treatment 
consist of excision of the tumor with adequate margins 
of the duodenum and any invaded organs. The 53 
cases previously reported are summarized. A case was 
added and discussed in detail. 


Bradham 


Splenectomy for hypersplenism. R. RK. 
(Charleston) South. M. J. 52:1544-1547, December, 
1959. 


Hypersplenism is a term rather universally used to 
indicate increased activity of the spleen. This may 
reflect itself by decreasing one or more cellular ele- 
ments of the peripheral blood.. A group of these hema- 
tologic disorders which may be 
splenectomy are discussed. They are considered to be 
“primary” when no other disease state co-exists and 


improved by 


“secondary” when some other disease causes enlarge- 
ment of the spleen. Several of these disorders cannot 
be classified as either primary or secondary. Prominent 
theories as to pathogenesis of hypersplenism are re- 
viewed. Each disorder is considered from the stand- 
point of diagnosis, treatment, and prognosis. Impor- 
tant considerations in the technique of splenectomy 
are stressed. Close cooperation between hematologist 
and surgeon is essential in management of patients 
with these disorders. 


Accidents: Child enemy number one. Julian P. 
Price, M. D. (Florence). West Virginia M. J. 56:60, 
Feb. 1960. 


Dr. Price discusses the frequency and seriousness 
of accidents, and urges that greater attention be given 
to the subject at medical meetings, conferences, and 
seminars. Caution as to prescribing proper amounts 
of drugs, as to keeping drugs in safe places, and in 
education of parents is offered. The responsibility of 
the physician is stressed. 


Radiation hazards in diagnostic roentgenology 
By Harold S. Pettit, M. D. West Va. M. J. 56:55 
(Feb. 1960). 


Radiation is a destructive form of energy, but its 
dangers when it is properly applied have been ex- 
aggerated in recent years. Carelessly handled, it can 
injure the user or the patient, and I doubt that such 
injury to the patient in diagnostic work could be 
justified in court. Do not forget, however, that anti- 
biotics, narcotics, hormones, and other drugs can be 
every bit as harmful to the patient if used improperly. 
In fact there are few materials used by physicians 
that would not be injurious if used carelessly. 


Subtle and hidden genetic insults are of more con- 
cern, mainly due to the paucity of reliable informa- 
tion. At present, we have no good evidence to indicate 
that the small doses received in properly done diag- 
nostic work have any effect. In spite of this, the pos- 
sibility of mutations must be kept in mind in each 
examination undertaken, with the thought of reducing 
the dosage to the minimum. Use optimum technical 
factors, and use the flouroscope sparingly before the 
end of the childbearing period. This applies particu- 
larly to fluroscopy in children. 


When in doubt about the advisability of a roentgen 
examination, consult your radiologist. 
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We always say “What is the treatment of this dis- 
ease?” rather than “Is there a treatment for this dis- 
ease.” Even the expression “effective treatment” is a 
quaint one, we do not talk of “mobile motor-cars” we 
assume that they move, because that is their purpose 
and function. Logically we should not give treatment 
unless it is effective. 

Deriving from this I obtain an uncomfortable con- 
cept which I believe to be true, but which I find too 
depressing to accept. This is it . . . “It is better to 
believe in therapeutic nonsense, than openly to admit 
therapeutic bankruptcy.” Better, in the sense that a 
little credulity makes us better doctors, though worse 
research workers. 

I find this one of the most uncomfortable concepts 
that logical reasoning leads me to. If you admit to 
yourself that the treatment you are giving is frankly 
inactive, you will inspire little confidence in your pa- 
tients unless you happen to be a remarkably gifted 
actor, and the results of your treatment will be 
negligible. But if you can believe fervently in your 
treatment, even though controlled tests show that it 
is quite useless, then your results are much better, 
your patients are much better and your income is 
much better too. I believe this accounts for the re- 
markable success of some of the less gifted, but more 


COE 


credulous members of our profession, and also for 
the violent dislike of statistics and controlled tests 
which fashionable and successful doctors are ac- 
customed to display. It is an almost insoluble problem, 
and the majority of worth-while doctors are driven to 
a compromise, in which they muster enough genuine 
belief in their treatment to keep their patients happy 
and maintain their own self respect, while preserving 
enough doubt to admit their inadequacy during 
transient bouts of uncomfortable honesty. 

—‘Sense and Sensibility”, Richard Asher, 

TRANS. MED. SOC. LOND 75:66 





WANTED: Male Dip- 
lomate or with three years approved 


psychiatrist ; 


training; to join group practice 145-bed 
approved psychiatric hospital. Salary: 
$15,000-$18,000 first year ; $20,000-$25,- 
000 second with incentive factor. Write 
Box A care this Journal. 














Attention— 


Our salesmen cover ALL of NORTH 


REMODELING. 


RESIDENTS and INTERNES 


they can give you invaluable information and assistance as to a possible location. 
Many towns and communities request us to help them locate a physician. 

Our representatives are FACTORY TRAINED on SALES and SERVICE, 
give you estimates, quotations and help you make your selection of ;— 
FURNITURE, SCIENTIFIC EQUIPMENT, INSTRUMENTS, ORTHOPAEDIC AP- 

PLIANCES and GENERAL MEDICAL SUPPLIES 
We can supply you with PLANNING BOOKS for NEW OFFICE construction or 


When you buy complete equipment and supplies from us we send our SERVICE 
REPRESENTATIVE to INSTALL in YOUR OFFICES. 
See our representative or write in requesting any or all of the above SERVICES. 
“WE SERVICE WHAT WE SELL, 
GUARANTEED SATISFACTION” 
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Winchester Surgical Supply 





M9 East 7th St Tel.2-4109 


Winchester-Ritch Surgical Co 
Charlotte N.C 


SOUTH CAROLINA and we believe 


4211 W Smith St Tel. 5656 Greensboro NC 
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Protection against loss of income from accident & 
sickness as well as hospital expense benefits for you 
and all your eligible dependents. 


ALL PHYSICIANS 
SURGEONS 


DENTISTS 
COME Fro 


PHYSICIANS CASUALTY AND HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment Book sent to 
you FREE upon request. 
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FOR RESERVATION CALL 
SUPERINTENDENT 2-4273 


WAVERLEY SANITARIUM, INC. 


(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 


HOSPITAL CARE AND TREATMENT OF NERVOUS AND MENTAL DISORDERS 
ADMISSIONS LIMITED TO WHITE WOMEN 
SPECIALIZING IN SHOCK THERAPY 
INCLUDES OUT-PATIENT DEPARTMENT FOR BOTH SEXES 
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Dr. FRANK E. O'SHEAL 
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